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PREFACE

Only about five percent of the 30 million people in
poor countries who need treatment for HIV infec-

tion are receiving it. As the need for treatment grows,
so does the demand. The June 2001 Declaration of
Commitment by the United Nations General Assembly
states that “Prevention, care, support and treatment for
those infected and affected by HIV/AIDS are mutually
reinforcing elements of an effective response and must be
integrated in a comprehensive approach to combat the
epidemic.” Encouraged by global support for expanding
access to treatment and by a decrease in the price of
antiretroviral drugs, programs are increasingly seeking
ways to add a treatment component to their prevention,

care, and support services.

A major aspect of preparing to implement these pro-
grams is human and infrastructure capacity building.

In resource-constrained settings, planning for human
capacity development must take place in the challenging
context of health care systems that are struggling to cope
with HIV as well as deal with continuing high mater-
nal, infant and overall disease mortalities. It is critical
that efforts to prepare and support health care workers,
nurses, doctors, clinical officers and others who care for
people living with HIV/AIDS be tailored to the setting
in which they are implemented. Capacity building must
also motivate health care staff so that they are able to
provide the care and support needed for safe and effec-
tive use of lifelong treatment.

This facilitator’s guide presents new knowledge and skills
for delivering and organizing clinical care and treatment
services for people living with HIV/AIDS. It is shaped

by FHI’s longstanding work in HIV-related prevention,
care and support activities in more than 60 countries.
Recently, FHI began supporting public and NGO efforts
to deliver strengthened HIV care and support, including
antiretroviral treatment (ART), in three countries at the
district level.

We hope this guide will help clinical care trainers and
providers develop the skills to ensure that their health
care system provides high-quality HIV disease manage-
ment, including the safe and effective use of ART.



INTRODUCTION

As FHI has embarked on strengthening HIV care, includ-
ing the use of ART, it has became clear that one of the
important prerequisites to a care and treatment program
is staff who are adequately prepared to provide clinical
care services at the facility and community level. Clinical
services include the prophylaxis and management of
HIV-related illnesses, including opportunistic infections,
and provision of antiretroviral therapy for those who
need it. FHI decided to develop this facilitator’s guide
because training is an important first step in prepar-

ing health care teams to provide care and treatment.
However, workshop training alone is not sufficient.
Supervision, monitoring and refresher training—as well
as a supportive health system and prepared communi-

ties—must follow.

Clinical HIV care is a complex area, in part because
there are psychological and social issues that compound
the physical effects of HIV infection. The implications
for service delivery are many, including the need for a
cadre of providers. A team of professionals from health
care and other fields, as well as community groups—
often from various institutions and programs—must
work together to provide and share quality care, treat-
ment, and support. Collaboration between clinical care
facilities and other services is critical if individuals and
families are to receive a continuum of care through time-
ly and functional referral. Training from this perspective
can help programs achieve these goals.

It is important to bear in mind that diagnosis, manage-
ment, follow-up and referral resources vary from country
to country and, within countries, from one site or level to
another (for example, primary/health center; secondary/
district hospital; tertiary/referral hospital). Each level will
need to adapt recommendations from a course such as
this. Facilitators offering the course should be aware of
the needs of different levels in a country; they should use
every opportunity to discuss all aspects of clinical man-
agement in the context of the various settings in which
course participants operate day to day. While the course
draws much upon experience in Africa, most of the con-
tent is relevant and appropriate for settings in all regions.
Moreover, content can be adapted easily. (Facilitators
working in Thailand or Asia, for example, should add
opportunistic infections particular to that locale.)

COURSE DESCRIPTION

For whom is this course designed?

The course is designed for those who treat and care for
people living with HIV/AIDS in resource-constrained
settings. Those responsible for delivering HIV-related ser-
vices and who anticipate the addition of treatment and
support services may also find it useful. Clearly, no single
course can adequately prepare staff at all levels. Trainers
will need to adapt the guide to suit their audience. For
example, physicians and nurses at a referral hospital
have different resources available for diagnosis and treat-
ment than do those working at a health post. The trainer
can adapt the content to meet the needs of each group.

Since patient care is most effective when a team delivers
it, the training should target different types of profes-
sionals together. An effective approach is to combine
joint sessions for all professionals meeting together with
smaller breakout sessions addressing the distinctive needs
of individual groups (for example, nurses, pharmacists,
physicians, nutritionists, and laboratory technicians). The
specialized sessions can use other training resources such
as those that Management Sciences for Health (MSH)
and other groups have developed for laboratory techni-
cians and pharmacists.

For whom is the guide designed?

The guide’s intended users are those who organize and
teach courses for persons providing HIV/AIDS care and
treatment. A CD-ROM accompanying the guide contains
PowerPoint slides to facilitate presentation of the mate-
rial. The CD-ROM includes a version of the guide with-
out steps for the trainer, so that the facilitator can give

participants copies for future reference.

What does the guide include?

The course focuses primarily on clinical content for
those who prescribe drugs and treat patients, with com-
plementary sessions on programmatic issues. Sessions
present treatment in the context of comprehensive care
and support. The approach covers the provision of

care and treatment services across a continuum of care,
including HIV clinical management at a facility, as well
as clinical and psychosocial community services. The
guide has sections on epidemiology, transmission and
prevention of HIV, the organization of HIV care services,
and nutrition and palliation. However, it focuses mainly

on preventing and managing opportunistic infections and
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HIV-related illnesses and using antiretroviral therapy.
The facilitator’s guide includes step-by-step instructions
for trainers; it also has supporting materials, such as case
studies and role-play exercises. An appendix provides
algorithms for use with the case studies.

How can you use the guide?
The course is in two parts.

Part A: HIV/AIDS Care and Treatment has five mod-
ules that include programming for prevention, care
and treatment; the prevention and management of
opportunistic infections; home-based care; nutrition
and palliative care; and a brief introduction to anti-
retroviral therapy.

Part A is approximately a five-day course.

Part B: Antiretroviral Therapy has two modules

that focus in greater depth on antiretroviral therapy,
including special issues affecting women and children.
Part B is approximately a three-day course.

The course is organized in modules, with an introduc-
tory section including time frames for each module and
session within the module. By combining specific mod-
ules, you can organize courses of different duration (five
days, eight days and shorter). The content as a whole is
designed so that each module complements other mod-
ules, but modules and sessions can stand alone during
shorter, in-service training; you will find one sample
design for doing this.

It is best to use Part B shortly before antiretroviral drugs
become available in the country.

The course is designed to be participatory and is most
effective with a group of 25-35 participants. Small
groups should include 8-10 persons each.

Time frames are estimates, and we strongly suggest that
two breaks and a lunch period be included for each day
of the course.

What might complement the guide?

This course focuses primarily on health care staff deliv-
ering clinical service. A successful HIV/AIDS care and
treatment program requires many elements that this
course does not try to address in detail. Such areas as
community preparation, management of health care
services and drug and commodities logistics systems also
require specific training and support.
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Part A: HIV/AIDS Care and Treatment

Module A1: HIV/AIDS Programming and HIV Disease: An Introduction
e Session 1: Program Overview
e Session 2:  General Background on HIV/AIDS: Epidemiology
e Session 3:  HIV/AIDS Prevention
e Session 4:  Comprehensive Care for People Living with HIV/AIDS
e Session 5:  Immunology and Natural History of HIV/AIDS
e Session 6:  Diagnosis of HIV
e Session 7:  Patient Clinical Presentation, Differential Diagnosis and Follow-up

Module A2: Managing Patients with HIV-Related Diseases
e Session 1:  Diagnosis of HIV-Related Illnesses: A Brief Overview

e Session 2:  Conditions of the Respiratory System

e Session 3:  Tuberculosis: HIV-TB Interaction

e Session 4:  Conditions of the Neurological System

e Session 5:  Conditions of the Gastrointestinal System

e Session 6:  Conditions of the Lymph System

e Session 7:  Conditions of the Mouth and Throat

e Session 8:  Skin Conditions

e Session 9:  Fever

e Session 10: Prophylaxis of Opportunistic Infections

e Session 11: Diagnosis and Management of HIV-Related Cancers

Module A3: Special Issues in Managing Women and Children with HIV Disease
e Session 1:  HIV and Pregnancy: Prevention of Mother-to-Child Transmission

e Session 2: Management of HIV Disease in Women
e Session 3:  Management of HIV Disease in Children

Module A4: Antiretroviral Therapy: A Brief Introduction
e Session 1:  Setting up the Antiretroviral Therapy (ART) Component
e Session 2:  Brief Introduction to ART
e Session 3:  Management of Drug Side Effects
e Session 4:  Case Studies: Managing Patients with Multiple Issues

Module A5: Supporting People Living with HIV/AIDS: Palliative Care, Home-Based Care and Nutrition
e Session 1: Palliative Care

e Session 2: Community Home-Based Care
e Session 3: Nutrition
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Part B: Antiretroviral Therap

Module B1: Managing Patients on Antiretroviral Therapy
e Session 1:  The Goal and Basic Principles of ART
e Session 2:  When to Start ART in Adults

e Session 3:  Antiretroviral Drug Mechanisms
e Session 4:  Drug Interactions and Adverse Drug Reactions: Side Effects and Toxicities
e Session 5:  Recommended First-Line Regimens in Adults

e Session 6:  Patient Follow-up and Monitoring ART
e Session 7:  Drug Adherence and Strategies for Compliance
e Session 8:  Why and When to Change Therapy

Module B2: Special Issues: TB, Women, Children and PEP

e Session 1: ~ Management of Tuberculosis and Other HIV-Related Infections and
Conditions in Relation to ART
e Session 2: ART in Women: During Pregnancy and for Preventing

Mother-to-Child Transmission
e Session 3: ART in Infants and Children
e Session 4:  Post-Exposure Prophylaxis (PEP)



ESTIMATED DURATION OF SESSIONS AND TOTAL MODULE AND COURSE TIMES

Part A: HIV/AIDS Care and Treatment

ModuleA1: HIV/AIDS Programming and HIV Disease: An Introduction

Session 1
Session 2
Session 3
Session 4
Session 5
Session 6
Session 7

Total time:

Program Overview

General Background on HIV/AIDS: Epidemiology

HIV/AIDS Prevention

Comprehensive Care for People Living with HIV/AIDS
Immunology and Natural History of HIV/AIDS

Diagnosis of HIV

Patient Clinical Presentation, Differential Diagnosis and Follow-up

570 minutes or 9.5 hours

Module A2: Managing Patients with HIV-Related Diseases

50 minutes
30 minutes
50 minutes
120 minutes
60 minutes
150 minutes
110 minutes

Session 1 Diagnosis of HIV-Related Illnesses: A Brief Overview 10 minutes
Session 2 Conditions of the Respiratory System 80-105 minutes
Session 3 Tuberculosis: HIV-TB Interaction 75 minutes
Session 4 Conditions of the Neurological System 120 minutes
Session § Conditions of the Gastrointestinal System 120 minutes
Session 6 Conditions of the Lymph System 80 minutes
Session 7 Conditions of the Mouth and Throat 70 minutes
Session § Skin Conditions 120 minutes
Session 9 Fever 60 minutes
Session 10  Prophylaxis of Opportunistic Infections 90 minutes
Session 11 ~ Diagnosis and Management of HIV-Related Cancers 45 minutes
Total time: 895 minutes or 15 hours
Module A3: Special Issues in Managing Women and Children with HIV Disease
Session 1 HIV and Pregnancy: The Prevention of Mother-to-Child Transmission 60 minutes
Session 2 Management of HIV Disease in Women 50 minutes
Session 3 Management of HIV Disease in Children 165 minutes (or
210 minutes with
case studies)
Total time: 275 — 320 minutes or 4.6 - 5.3 hours
Module A4: Antiretroviral Therapy: A Brief Introduction
Session 1 Setting up an Antiretrovial Therapy ART Program 90 minutes
Session 2 Brief Introduction to ART 90 minutes
Session 3 Management of Drug Side Effects 45 minutes
Session 4 Case Studies: Managing Patients with Multiple Issues 120 minutes
Total time: 345 minutes or 5.75 hours
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Module A5: Supporting People Living with HIV/AIDS: Palliative Care, Home-Based Care and Nutrition

Session 1
Session 2
Session 3

Total time:

Total time for Part A: 41.5 hours or five 8-hour days, not including breaks and lunch times

Palliative Care
Community Home-Based Care
Nutrition

360 minutes or 6.0 hours

Part B: Antiretroviral Therapy

Module B1: Managing Patients on Antiretroviral Therapy

120 minutes
60 minutes
180 minutes

Session 1
Session 2
Session 3
Session 4
Session 5
Session 6
Session 7
Session 8

Total time:

The Goal and Basic Principles of ART

When to Start ART in Adults

Antiretroviral Drug Mechanisms

Drug Interactions and Adverse Drug Reactions: Side Effects and Toxicities
Recommended First-Line Regimens in Adults

Patient Follow-up and Monitoring ART

Drug Adherence and Strategies for Compliance

Why and When to Change Therapy

550 minutes or 9.2 hours

Module B2: Special Issues: TB, Women, Children and Post-Exposure Prophylaxis

30 minutes
45 minutes
60 minutes
120 minutes
45 minutes
60 minutes
100 minutes
90 minutes

Session 1

Session 2

Session 3
Session 4

Total time:

Management of Tuberculosis and Other HIV-Related Infections and
Conditions Related to ART

ART in Women: During Pregnancy and for

Preventing Mother-to-Child Transmission

ART in Infants and Children

Post Exposure Prophylaxis (PEP)

265-315 minutes or 4.5-5.25 hours

40-60 minutes

60-90 minutes
75 minutes
90 minutes

Total time for Part B: 14.7 hours or approximately two 8-hour days, not including breaks or lunch

Total time for Course, Parts A and B, all modules: 57 hours or 8 days

Based on 7 hours of sessions per day, not including time for lunch and at least one
15-minute break each morning and afternoon

12



SAMPLE TRAINING DESIGN

Example Suggested Sets of Sesstions Time Frame
Saturday mornings

9am.-1p.m.

for one month

1st Saturday Part A: Module 1: Session 6: Diagnosis of HIV 150 minutes
4.3 hours Part A: Module 1: Session 7: Patient Clinical Presentation,

Differential Diagnosis and Follow-up 110 minutes
2nd Saturday Part A: Module 2: Session 4: Conditions of the Neurological System 120 minutes
4 hours Part A: Module 2: Session 5: Conditions of the Gastrointestinal System 120 minutes
3rd Saturday Part A: Module 2: Session 2: Conditions of the Respiratory System 80 minutes
4 hours Part A: Module 2: Session 8: Skin Conditions 120 minutes

Part A: Module 2: Session 11: Diagnosis and Management of

HIV-Related Cancers 45 minutes
4th Saturday Part A: Module 2: Session 6: Conditions of the Lymph System 80 minutes
4 hours Part A: Module 2: Session 7: Conditions of the Mouth and Throat 70 minutes

Part A: Module 2: Session 9: Fever 60 minutes
Post-test and evaluation of Saturday sessions 30 minutes

13
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ABBREVIATIONS

Antiretroviral Drug Abbreviations

ARV Antiretroviral

NNRTI Nonnucleoside reverse transcriptase inhibitor
DLV Delavirdine

EFV Efavirenz

NVP Nevirapine

NRTI Nucleoside reverse transcriptase inhibitor
TDF Tenofovir

NsRTI Nucleoside reverse transcriptase inhibitor
3TC Lamivudine

ABC Abacavir

AZT Zidovudine

daTt Stavudine

ddC Zalcitabine

ddi Didanosine

ZDV Zidovudine

Pl Protease inhibitor

APV Amprenavir

IDV Indinavir

LPV Lopinavir

LPV/r Lopinavir/ritonavir

NFV Nelfinavir

RTV Ritonavir

sQv Saquinavir

SQV/r Saquinavir/ritonavir

TB Treatment Regimens

EMB Ethambutol

INH Isoniazid

PZA Pyrazinamide

RIF Rifampin

SMX Sulfamethoxazole

TMP Trimethoprim

TMP-SMX Trimethoprim-sulfamethoxazole or Cotrimoxazole

EHRZ Ethambutol (E), Isoniazid (H), Rifampicin (R), Pyrazinamide (Z)
HE Isoniazid (H) and Ethambutol (E)

HR Isoniazid (H), Rifampicin (R)

HRE Isoniazid (H), Rifampicin (R), Ethambutol (E)

HRZ Isoniazid (H), Rifampicin (R), Pyrazinamide (Z)

HRZE Isoniazid (H), Rifampicin (R), Pyrazinamide (Z), Ethambutol (E)
SHRZ Streptomycin (S), Isoniazid (H), Rifampicin (R), Pyrazinamide (Z)
SHRZE Streptomycin (S), Isoniazid (H), Rifampicin (R), Pyrazinamide (Z), Ethambutol (E)

14



Drug Administration Abbreviations

/ml

bid

cm

d/c

G, grorgm
gr/dl

mg
mg/L
mm3
mmHg
mmol/mL
nocte
oD

PO
PRN

q

qd

qid

tid

Microliter

Twice a day
Centimeter
Discontinue

Gram

Grams per deciliter
Hour
Intramuscular
Intravenous
Kilogram
Milligram
Milligrams/liter
Cubic millimeter
Millimeters of mercury
Millimole per milliliter
At nightime

Once daily

By mouth

As needed

Every

Every day

Four times a day
Three times a day

General Abbreviations

ml
3TC
ABC
ACTG
ADC
ADR
AFB
AIDS
ALT
ANC
APV
ARC
ART
ARV
AST
AUC
AZT
B1
B12
B2
B6

Microliter

Lamivudine

Abacavir

AIDS clinical trial group

AIDS dementia complex

Adverse drug reaction

Acid-fast bacteria - Ziehl-Neelsen stain
Acquired immune deficiency syndrome
Alanine aminotransferase
Antenatal care

Amprenavir

AIDS-related complex
Antiretroviral therapy
Antiretroviral

Aspartate aminotransferase

Area under the (plasma time) curve
Zidovudine

Thiamine

Cobalamine

Riboflavin

Niacin pyrodoxine

BA
BCC
BCG
bid
BMI
BMS
BRAT

BUN
C&S
C&T
CBC
CBO
CDC
CHBC
CIN
cm
cmy
CNS
CPK
CSF
CSF-CRAG
CcT
CXR
d/c
dat
ddcC
ddl
DFID

DLV
DMO
DNA
DOT
DOTS
DPT
DRESS

DS
DTR
EBV
EFV
EHRZ

EIA
ELISA
EMB
ENT

Bacillary angiomatosis

Behavior change communication
Bacille Calmette-Guérin

Twice a day

Body mass index

Bristol Myers Squibb

Diet of bananas, rice, applesauce, toast,
and tea

Blood urea nitrogen

Culture & sensitivity

Counseling and testing

Complete blood count
Community-based organization
Centers for Disease Control and Prevention
Community home-based care
Cervical intraepithelial neoplasia
Centimeter

Cytomegalovirus

Central nervous system

Creatinine phosphokinase
Cerebrospinal fluid

Cerebrospinal fluid-cryptococcal antigen test
Computerized tomography

Chest x-ray

Discontinue

Stavudine

Zalcitabine

Didanosine

Department for International Develop-
ment

Delavirdine

District medical officer
Deoxyribonucleic acid

Directly observed treatment

Directly observed treatment strategy
Diphtheria, pertussis, and tetanus
Drug rash, eosinophilia, and systemic
symptoms

Double strength

Deep tendon reflex

Epstein-Barr virus

Efavirenz

ethambutol (E), isoniazid (H), rifampicin
(R), pyrazinamide (Z)

Enzyme immunoassay

Enzyme-linked immunosorbent assay
Ethambutol

Ear, nose and throat

15



HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

EPI Expanded Program for Immunization IMCI Integrated Management of Childhood
ESN Nutrition Programmes Service of the FAO Ilinesses
Food and Nutrition Division IMPACT Implementing AIDS Prevention and Care
ESR Erythrocyte sedimentation rate Project
ETEC Enterotoxogenic E.coli INH Isoniazid
ETOH Alcohol ITP Idiopathic thrombocytopenia
FBC Full blood count U International units
FDA Food and Drug Administration v Intravenous
FHI Family Health International Jcv JCvirus
FTT Failure to thrive kg Kilogram
FUO Fever of unknown origin KOH Potassium hydroxide
G, grorgm Gram KS Kaposi’s sarcoma
Gl Gastrointestinal LDH Lactate dehydrogenase
gr/dl Grains per deciliter LDL Low-density lipoprotein
GYN Gynecological LFT Liver function tests
H Hour LGV Lymphogranuloma venereum
HAART Highly active antiretroviral therapy LIP Lymphoid interstitial pneumonia
HAD HIV-associated dementia LPV Lopinavir
HAV Hepatitis A virus LPV/r Lopinavir/ritonavir
HbC Hemoglobin C MAC Mycobacterium avium complex or M.
HBC Home-based care avium complex
HbcAb or AHBC Hepatitis B core antibody MEMS Medication Event Monitoring Systems
HBcAG Hepatitis B core antigen mg Milligram
HBs Hepatitis B surface mg/L Milligrams/liter
HBsAG Hepatitis B surface antigen mm3 Cubic millimeter
HBV Hepatitis B virus mmHg Millimeters of mercury
HCO3 Bicarbonate mmol/mL Millimole per milliliter
HCV Hepatitis C virus MRI Magnetic resonance imaging
HCW Health care worker MSF Médecins Sans Frontiéres
HDV Hepatitis D virus MTCT Mother-to-child transmission
HE isoniazid (H) and ethambutol (E) NAM Nucleoside analogue mutation
HEV Hepatitis E virus NCHS National Center for Health Statistics
Hgb Hemoglobin NFV Nelfinavir
HHV Human herpes virus NGO Nongovernmental organization
HIV Human immunodeficiency virus NHD WHO Department of Nutrition for Health
HPV Human papilloma virus and Development
HR Isoniazid (H), Rifampicin (R) NHL NonHodgkin’s lymphoma
HRE Isoniazid (H), Rifampicin (R), Ethambutol (E) NNRTI Nonnucleoside reverse transcriptase
HRZ Isoniazid (H), Rifampicin (R), Pyrazinamide (Z) inhibitor
HRZE Isoniazid (H), Rifampicin (R), Pyrazinamide nocte At nightime
(Z), Ethambutol (E) NRTI Nucleoside reverse transcriptase inhibitor
HSR Hypersensitivity reaction NSAID Nonsteroidal anti-inflammatory drug
HSV Herpes simplex virus NsRTI Nucleoside reverse transcriptase inhibitor
IDU Intravenous drug use NVP Nevirapine
IDV Indinavir O&P Ova and parasites
IgG Immunoglobulin G ol Opportunistic infection
IigM Immunoglobulin M ORS Oral rehydration solution
M Intramuscular ovcC Orphans and vulnerable children
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PCP Pneumocystis carinii pneumonia TMP Trimethoprim
PCR Polymerase chain reaction TMP-SMX Trimethoprim-sulfamethoxazole or cotri-
PEP Post-exposure prophylaxis moxazole
PGL Persistent generalized lymphadenopathy TSH Thyroid stimulating hormone
Pl Protease inhibitor ual Upper gastrointestinal
PID Pelvic inflammatory disease UNAIDS Joint United Nations Program on AIDS
PLHA People living with HIV/AIDS UNICEF United Nation’s Children’s Fund
PML Progressive multifocal leukoencephalopathy URTI Upper respiratory tract infection
PMN Polymorphonuclear USAID United States Agency for International
PMTCT Prevention of mother-to-child transmission Development
PO By mouth UTI Urinary tract infection
PO2and pO2 Partial pressure of oxygen uv Ultraviolet
PP PowerPoint VCT Voluntary counseling and testing
PPD Purified protein derivative of tuberculin VDRL Venereal disease research laboratory
PRN As needed VZIG Varicella-zoster immune globulin
PT Preventive therapy vzv Varicella-zoster virus
PTB Pulmonary TB WwB Western blot
PZA Pyrazinamide WBC White blood count
q Every WHO World Health Organization
qd Every day ZDV Zidovudine
qid Four times a day ZN Ziehl-Neelsen stain
RBC Red blood cells
RFTs Renal function tests
RIBA Recombinant immunoblot assay
RIF Rifampin
RNA Ribonucleic acid
RPR Rapid plasma reagin
RTV Ritonavir
SGOT Serum glutamic oxaloacetic transaminase
SGPT Serum glutamic pyruvic transaminase
SHRZ Streptomycin (S), Isoniazid (H), Rifampicin

(R), Pyrazinamide (Z)
SHRZE Streptomycin (S), Isoniazid (H), Rifampicin

(R), Pyrazinamide (Z), Ethambutol (E)
SIT Structured intermittent therapy
SMX Sulfamethoxazole
sQv Saquinavir
SQV/r Saquinavir/ritonavir
STAT Immediately
STD Sexually transmitted disease
STI Sexually transmitted infection
STI Structured treatment interruption
Stool R/E Stool routine examination
TB Tuberculosis
TDF Tenofovir
TDM Therapeutic drug monitoring
tid Three times a day
TLC Total lymphocyte count

17



Part A:
HIV/AIDS Care and Treatment

Module Overview




PART A

Part A







HIV/AIDS Programming and
HIV Disease: An Introductlon_ ‘.







PART A

Module A1l

HIV/AIDS Programming and HIV Disease: An Introduction

Session 1: Program Overview
This session introduces the participants to the course on HIV/AIDS care and provides an overview of the program.

Session 2: General Background on HIV/AIDS: Epidemiology
Participants learn about the HIV/AIDS epidemic and its impact worldwide, including in sub-Saharan Africa. The ses-
sion addresses the epidemiology of HIV/AIDS, mechanisms of transmission and disease progression.

Session 3: HIV/AIDS Prevention

Participants learn about the components of comprehensive HIV/AIDS programming. The session covers risk reduction,
behavior change communication, voluntary counseling and testing, care and treatment and the relationships among
these different components.

Session 4: Comprehensive Care for People Living with HIV/AIDS
This session provides an opportunity for participants to explore issues and strategies involved in providing comprehen-

sive care and treatment services.

Session 5: Immunology and Natural History of HIV/AIDS
Participants learn about the normal immune system, how the HIV virus damages and destroys the immune system, and
how the disease progresses.

Session 6 : Diagnosis of HIV

Participants learn how to make an initial assessment, what questions to ask when taking a history, and what to look
for in a physical exam. Participants practice taking a sexual history and learn when and how to advise patients to con-
sider HIV testing. They learn about serologic and laboratory tests to diagnose HIV infection and AIDS.

Session 7: Patient Clinical Presentation, Differential Diagnosis, and Follow-up

Participants learn about oral lesions, dysphagia and odynophagia, including common etiological agents, recommended

diagnostics, common findings, management and treatment.
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TR Program Overview

PURPOSE
This session introduces participants to the course on HIV/AIDS care and provides an overview of the program.

The goal of this course is to train doctors and others involved in patient care (nurses, pharmacists, lab technicians) in
resource-limited countries to diagnose and manage HIV/AIDS and HIV-related diseases, including opportunistic infections.
Improving care for opportunistic infections and HIV-related conditions is a critical component of HIV/AIDS programs.

The course presents the biomedical facts of care for people with HIV/AIDS in the context of a comprehensive public
health approach, taking into account the physical and psychosocial needs of clients, patients, and their households. It
approaches the specific recommendations for diagnostic measures and patient treatment from a global perspective and
directs the facilitator and participants to refer to and discuss local guidelines.

The course uses participatory approaches and methodologies, such as clinical management algorithms and case studies.

A preliminary pretest and self-assessment of knowledge and skills in the major areas of the workshop opens the
course; a post-workshop assessment uses the same tools.

OBJECTIVES:
By the end of this session, participants will be able to

1. Identify the goals, objectives and areas to be addressed.

2. Assess and discuss their own level of knowledge and sense of competency in those areas.

TIME:

50 minutes

PREPARATION:

Make a copy of the pretest and self-assessment for each participant.

DELIVERY:

Step 1. Welcome the participants, introduce yourself and ask each participant to introduce him or herself, state
their position and say how the course will contribute to their work. (20 minutes)

Step 2. Explain the goals, objectives, schedule and ground rules for the course. (10 minutes)

Step 3. Distribute the pretest and the self-assessment and explain that these are tools to help the participants and

trainers better understand their level of knowledge and comfort in performing skills related to the clini-
cal management of HIV/AIDS.

Give participants 15 minutes to complete the pretest and the self-assessment. Collect the tests and self-
assessments and explain that you will administer both instruments at the end of the course. (20 minutes)
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TR General Background on HIV/AIDS: Epidemiology

PURPOSE
In this session, participants will learn about the HIV/AIDS epidemic and its impact worldwide, including in sub-

Saharan Africa. The session will address the epidemiology of HIV/AIDS, mechanisms of transmission and disease

progression. Different regions should incorporate locally relevant facts about epidemiology and other aspects of HIV/
AIDS.

OBJECTIVES

By the end of this session, the participants will be able to:
1. Discuss the impact of the HIV/AIDS epidemic globally and in Africa.
2. Describe the various types and subtypes of HIV.

3. Discuss how HIV is transmitted and the biological and socioeconomic factors that facilitate transmission.

TIME
30 minutes

PREPARATION
Obtain the current national/local statistics on the HIV epidemic.

Werite these on a flip chart or include them on a PowerPoint slide.
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Step 1. Explain the purpose and objectives of the session (see above).
Step 2. Begin with an update on the epidemic, using the latest WHO data: A.1. a.-c. below.
Step 3: Present information on various types and sub-types of HIV: A.2. a.-b. below.

(10 minutes)

1. Epidemic Update
e Global picture:
e Fourth biggest killer worldwide
¢ Estimated 42 million now living with HIV
e About one-third are aged 15-24
e Most people do not know they are infected
® Young women are especially vulnerable, for reasons discussed later
e Sub-Saharan Africa:
¢ The region most affected by the epidemic
e HIV is now the leading cause of death in that region
e Estimated 3.5 million new HIV infections in 2002
e 29 million Africans now live with the virus
® 11 million children have lost their mother or both parents, and this figure is expected to double over the next
decade
¢ National and local data

e Country of workshop: Estimated national prevalence

e Areas of country that have an especially high prevalence

2. Types and Subtypes of HIV
Two types of HIV are currently recognized: HIV-1 and HIV-2. Worldwide, the predominant virus is HIV-1.
Transmission of both types of virus is by sexual contact, through blood, and from mother to child, and they appear
to cause clinically indistinguishable AIDS. However, HIV-2 is transmitted less easily, and the period between initial
infection and illness is longer in the case of HIV-2

a. HIV-1
Because of its high rate of replication, HIV-1 mutates rapidly into subtypes.
We currently know of at least 10 genetically distinct subtypes of HIV-1 within the major group (group M), con-
taining subtypes A to J.
In addition, group O (Outliers) contains a distinct group of very heterogeneous viruses.
These subtypes are unevenly distributed throughout the world.

For instance:
¢ Subtype B is found mostly in the Americas, Japan, Australia, the Caribbean and Europe.
¢ Subtypes A and D predominate in sub-Saharan Africa.
e Subtype C predominates in South Africa and India.
e Subtype E predominates in Central African Republic, Thailand and other countries of southeast Asia.
Subtypes F (Brazil and Romania), G, and H (Russia and Central Africa), I (Cyprus) and O (Cameroon) are of
very low prevalence.
In Africa, one finds most subtypes, though subtype B is less prevalent.
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What are the major differences among these subtypes?
The major difference is their genetic composition; biological differences observed in vitro and/or in vivo may reflect
this. It may be that certain subtypes are associated predominantly with specific modes of transmission, for example:
subtype B with homosexual contact and intravenous drug use (essentially via blood) and subtypes E and C with
heterosexual transmission (via a mucosal route).

e Many countries report a variety of subtypes.

e A person can be coinfected with different subtypes.

e Subtype C currently accounts for more than half of all new HIV infections worldwide.

b. HIV-2
e This is another human retrovirus, causing a similar immune deficiency because of depletion of CD4 cells.
¢ Confined primarily to West Africa
e Compared to HIV-1, is less transmissible, is associated with a lower viral burden and a slower rate of both
cell decline and clinical progression.
e Note local HIV-2 prevalence:

Step 4: Ask the participants to name the modes of HIV transmission. Add any modes they may have missed.
See 3.a below.

(3 minutes)

3. HIV Transmission

Geographic and socioeconomic factors influence which modes of transmission predominate. In some countries more
than one of the modes of HIV transmission below is responsible for the HIV/AIDS epidemic.

a. Modes of transmission
o Sexual contact: male-to-female, female-to-male, male-to-male, and female-to-female
e Parenteral: blood transfusion, intravenous drug use (IDU) through needle-sharing, needle stick accidents
e Perinatal: in utero, during labor and delivery, postpartum through breastfeeding
Worldwide, sexual transmission is the predominant mode.
HIV cannot be transmitted by casual contact (for example, hugging or shaking hands), surface contact (for exam-
ple, toilet seats) or from insect bites (for example, from mosquitoes).

Step S: Ask the participants what biological factors increase and decrease the risk of transmission. Use two
sheets of flip chart paper set up side by side. On one sheet, make a list of those factors that increase
the risk, and on the other, list those factors that decrease risk. Add any biological factors the group
may have missed. See 3.b below.

(5 minutes)

23



HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

b. Biological factors affecting transmission

e Factors that increase risk of transmission

Infectiousness of host
High viral load: initial stage of infection and more advanced stages
Presence in semen and genital secretions
Exposure to blood, for example, genital ulcers, trauma during sexual contact, menstruation during sexual contact
Breastfeeding by HIV-positive mother

Susceptibility of recipient
Inflammation or disruption of genital or rectal mucosa
Lack of circumcision in heterosexual men
Sex during menstruation, increasing a woman’s risk
Presence of an ulcerative or non-ulcerative STD

Viral properties
Virus may be resistant to antiviral drugs

e Factors that decrease risk
Correct and consistent use of latex condoms (Condom use also helps prevent reinfection by another group or
subtype of HIV in those who are HIV positive).
Antiretroviral therapy (ART) may decrease, but not eliminate, the risk of HIV transmission. Therefore, patients
on ART need intensive counseling on continued risk reduction behaviors.
ART has been shown to reduce vertical transmission from a mother to a fetus by more than 50% when adminis-
tered late in pregnancy or during labor.

Step 6: Ask the participants what socioeconomic factors might facilitate transmission. Write their responses

on the flip chart. Add any factors they may have missed. See 3. ¢ below.

Then ask the participants to cite specific examples of these factors from their country or their own experi-
ences and discuss. Be careful to watch the time; give this discussion no more than a few minutes.
(12 minutes)

c. Socioeconomic factors facilitating transmission
e Social mobility
Global economy: more people traveling and working away from home
HIV/AIDS follows the routes of trade and commerce
Men have sex with prostitutes, contract HIV and return home to their wives, who contract HIV and pass it
along to their infants in utero or through breast milk.
e Stigma and denial
Denial and silence regarding HIV are the norm.
People with HIV are stigmatized for many reasons:
HIV is a slow, incurable disease, resulting in illness and death.
HIV is considered a death sentence.
People often do not understand how HIV is spread and are irrationally afraid of acquiring it from those infected
with it.
HIV transmission is often associated with moral violations of social mores concerning sexual relations, so people
with HIV are tainted with the notion of their having done something “bad.”
People do not want to admit that a fatal disease spread by behavior branded as “immoral” could be rampaging
through their community or country.
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People tend to stigmatize or blame certain groups for spreading HIV, for example, sexually promiscuous people
or drug users.

Stigma prevents people from speaking about or acknowledging HIV as a major cause of illness and death.
Stigma prevents HIV-infected people from seeking care and from taking preventive measures.

Even when counseling and testing are offered, people may not want to know if they are infected for fear of
being stigmatized; this fuels the spread of the disease.

People in conflict

AIDS is spread at times of instability, war, and violent struggles for power.

Members of the military engage in commercial sex.

They use rape as a way to humiliate and control civilians or to weaken an enemy by destroying the bonds of
family and society.

Cultural factors

Cultural traditions, beliefs and practices affect people’s understanding of health and disease and their acceptance
of conventional medical treatment.

Culture describes learned behavior affected by gender, home, religion, ethnic group, language, community and
age group.

Culture can create barriers that prevent people, especially women, from taking precautions.

For example, in many cultures, domestic violence is viewed as a man’s right, which reduces a woman’s control
over her environment. This means she cannot question her husband’s extramarital affairs, cannot negotiate con-
dom use and cannot refuse to have sex.

Give country-specific examples.

Gender

Gender roles have a powerful influence on HIV transmission. In many cultures, men are expected to have many
sexual relationships. There is social pressure for them to do so. This increases their risk of becoming infected.
Because women often suffer economic inequities, as described elsewhere, they often need to use sexual exchange
as a means of survival. This exposes them to unacceptable risks when they try to negotiate safe sex (for example,
rejection, loss of support and violence).

Poverty

Poor people lack access to information needed to understand and prevent HIV/AIDS. Ignorance of the basic
facts makes millions of people worldwide vulnerable to HIV infection.

A study in Carleton, South Africa showed that one-third of people were convinced that HIV-positive people
always show symptoms.

Drug use and alcohol consumption

These lower a person’s inhibitions and impair judgment, which may result in risky behavior.

Injecting illicit drugs frequently involves the sharing of needles and injection equipment, increasing the risk of
HIV transmission.
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BTSN HIV/AIDS Prevention

PURPOSE
In this session, participants will learn about the components of comprehensive HIV/AIDS programming. The session

covers risk reduction, behavior change communication, voluntary counseling and testing, and care and treatment. It
also explores the relationships among the different components.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Describe the major components of HIV/AIDS programs and the factors that make programs effective.
2. Discuss interventions targeted at risk reduction and causative factors.
3. Identify approaches to STI management, VCT, and the synergy among prevention, care and treatment.

TIME:
50 minutes
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the information on prevention interventions: A. 1-5 below
(20 minutes)

A. Prevention Interventions

1. Mainstays of a successful prevention program

a. To be successful, prevention interventions must address the modes of HIV transmission.

b. Heterosexual intercourse is the most common mode of HIV transmission in resource-poor countries.
Interventions must take into account variables that fuel heterosexual transmission and ways of reducing this
transmission.

c. The key factors in heterosexual transmission of HIV are:
¢ Frequent change of sexual partners
e Unprotected sexual intercourse
e Presence of STIs and poor access to STI treatment
e Lack of male circumcision
e Social vulnerability of women and young people
¢ Economic and political instability of the community

e Lack of knowledge of serostatus

d. Ways to reduce heterosexual transmission of HIV:
e Better recognition of the symptoms of STIs and improved behavior in seeking treatment
e Better management of STIs
e Sexual abstinence or delayed onset of sex, especially for adolescents
e Fewer sexual partners
e Safer sex practices, including consistent, correct use of condoms
e Supportive social environment to sustain behavioral change
e Reduced stigma and discrimination against people with HIV
¢ Promotion of male circumcision

e Abstinence

e. Despite the explosive spread of HIV/AIDS, several intervention programs have been successful. The mainstays of
these programs are:
e Improved access to VCT
¢ Behavior change communication that includes messages about abstinence, fidelity and condom use
e Improved access to condoms to reduce the risk of infection and to decrease vulnerability to HIV
e Effective management of STIs
e Change in social norms to support behavior change
e Safe blood transfusions through widespread testing of donors
e Rigorous application of universal precautions and PEP in health care settings

2. Interventions aimed at decreasing the risk of infection include:

¢ Interventions to reduce high-risk sexual behaviors such as frequent changes in sexual partners, unprotected
sexual intercourse and early sexual debut.
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¢ Interventions aimed at changing situations that support high risk sexual behavior, such as poverty among young
women, truck stop situations in communities where these women live, heavy alcohol use associated with sexual
behavior. High-risk groups are typically sex workers and their clients; people who are highly mobile, such as
long distance truck drivers and migrant workers; the military; and police.

e Behavior change interventions and behavior change communications can be targeted at the general population
or at high-risk groups, and must be tailored accordingly. Examples include:
e Community drama to increase a community’s awareness of risks for HIV transmission
e Peer educations sessions to teach skills in condom use and condom negotiation
e Group discussions with youth about delaying sexual debut
e Social marketing of condoms

e Social norm changes to support risk reduction through drama, peer education and community meetings

3. Interventions must address causative factors, including vulnerability
Vulnerability results from individual and societal factors that increase the risk of HIV infection. These factors—
which include poverty, unemployment, illiteracy, gender inequities, cultural practices, lack of information and ser-
vices, and human rights abuses—greatly increase the vulnerability of some groups, most typically adolescent girls,
women, sex workers, illegal immigrants, orphans and displaced persons. Young people are often more vulnerable
because they lack financial independence and are in a stage of life where experimentation is common.

The following are examples of how vulnerability can be an issue for some of these groups:
e Illiterate women with limited skills, few job opportunities and limited access to health information and services are
more likely than other women, and the population as a whole, to engage in unprotected sex for money.
e Child prostitution and financial enticement of young girls by adult men increase girls’ vulnerability to HIV/
AIDS in many countries.

¢ Orphaned girls often have to curry favors from their teachers or other adult men in order to stay in school or
support their siblings.

Interventions to decrease vulnerability include those that aim to:
e Change adverse policies, social norms and harmful cultural practices.

e Create income-generation schemes and programs for orphans and other vulnerable children.

Behavior change interventions need to take into account the factors that increase vulnerability

4. Effective management of STIs can reduce the risk of HIV infection.
This is because STIs increase the transmission and acquisition of HIV. Worldwide, more than 300 million new cases
of STIs occur each year, mostly in poor countries, and the global distribution of HIV is similar to that of STIs. Note
that STIs are an important cause of ill health, especially in women and children.

Ask participants to discuss current attitudes to STIs (on the part of community and health staff) and approaches
in clinic settings.

(10 minutes)
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B. Voluntary Counseling and Testing (VCT)—An Essential First Step

There is a synergistic relationship between VCT and HIV care and treatment.

Counseling and testing is not only an effective prevention, care and support intervention aimed at the public in gen-

eral, it is an essential first step in the diagnostic process for people with suspected HIV-related illness. Counseling

is an important component of testing. Counseling has a place at both pre- and post-test points, and testing can be

both an entry point to care and an opportunity to reinforce prevention messages. This applies to those who test

positive and to those who test negative. For those who are positive, this is an important opportunity to promote

affirmative living.

e A randomized control trial in Kenya, Tanzania and Trinidad showed that VCT significantly reduced high-risk
sexual behavior among individuals and couples.

Ask participants to discuss how VCT is affecting attitudes towards HIV/AIDS prevention in their settings. For
those settings without VCT services, ask participants to describe the likely effect on HIV/AIDS prevention if ser-
vices were available.

(10 mintues)

C. Care and Treatment: Enhancing the Efficacy of Prevention

Providing care and treatment enhances the efficacy of prevention in several ways. Access to care and treatment:

¢ Helps provide hope to those living with HIV/AIDS and their families

e Helps restore dignity to PLHA and thereby reduce the stigma associated with HIV infection
(Providing hope and restoring dignity help to decrease stigma, thereby increasing the likelihood that there
will be community dialogue about HIV, which is a prerequisite to prevention.)

e Helps reduce the risk of sexual transmission through effective ART

e Helps encourages people to seek VCT and PMTCT services

e May promote behavior change

¢ Provides additional opportunities for prevention education and counseling

Note: Studies in industrialized countries have shown that access to ARV drugs may lead to more high-risk behavior.

Ask participants to discuss the question, “What do you think will be the impact of treatment on prevention in
your setting?”

(10 minutes)
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I Comprehensive Care for People Living with HIV/AIDS (PLHA)

PURPOSE

To provide an opportunity for participants to explore issues and strategies involved in providing comprehensive care
and treatment services

OBJECTIVES:
By the end of the session participants will be better prepared to:

1. Describe the purpose and components of a comprehensive care and treatment program in primary, secondary
and tertiary health care settings.

. Discuss the HIV/AIDS continuum of care.

. Discuss the management of HIV/AIDS as a chronic disease.

. Describe the importance of and elements of standards of care.

. Discuss the opportunities within care and treatment programs to promote prevention.

AN L AW

. Discuss HIV/AIDS programmatic issues in their local situation.

TIME:
2 hours
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Step 1. Explain the purpose and objectives of the session and present the background information below: 1.

(5 minutes)

1. Background
Care, treatment and support programs should be designed to respond to the needs and demands of people living
with HIV/AIDS and their families or households. This often requires considering a context of stigma, fear, neglect
and impoverishment that complicates the clinical picture. Access to antiretroviral treatment can help mitigate the
effect of this context.

The purpose of HIV/AIDS care, treatment and support programs is to:
e Assure equitable access to diagnosis, medical care, pharmaceuticals and supportive services.
¢ Reduce morbidity and mortality from HIV/AIDS and related complications.
e Promote prevention opportunities within care, treatment and support clinical encounters.
e Improve the quality of life for adults and children living with HIV/AIDS and their families.

2. Components of comprehensive care, treatment and support
Providing HIV/AIDS care to people living with HIV and AIDS, and to their families requires a broad range of ser-
vices that includes not only medical care and pharmaceuticals, but also supportive services to assure adequate nutri-
tion; psychological, social, and daily living support; and prevention messages wherever the opportunity arises.

Comprehensive HIV care includes the following components:
¢ Medical and nursing care
¢ Counseling and testing for screening and diagnostic purposes
e Prophylaxis of opportunistic infections
e Management of HIV-related illnesses, including opportunistic infections
e TB control
e STI management
¢ Management of HIV disease with HAART
e Palliative care
e Access to HIV-related drugs, including drugs for opportunistic infections, antiretrovirals and traditional
therapies
e Interventions to reduce parent-to-child transmission of HIV
e Clinical HIV/AIDS care for mothers and infants
¢ Support systems such as functional laboratories and drug management systems
e Nutritional support
e Health education
e Adequate universal precautions in clinical settings and post-exposure prophylaxis (PEP)
e Psychological support
e Community services to meet the emotional and spiritual needs of positive individuals and their families,
including support through post-test clubs and peers
* Socioeconomic support
e Material and social support within communities to ensure that nutritional and daily living needs are met
e Support for orphans and vulnerable children (OVC)
e Involvement of HIV-positive individuals and their families in service planning and delivery to ensure that HIV
care, treatment and support programs intended for them address their needs and include human rights
e Respect for human rights and legal needs
e Services that address stigma and discrimination issues in health facilities, in communities and in the work-
place as well as promote equal access to care
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Figure A1, 4.1, below illustrates the main domains and elements of HIV comprehensive care.

Comprehensive HIV/AIDS Care and Support

e policy & Social g, -

Clinical Care (medical & nursing)

VCT , PMTCT
preventive therapy (Ols, TB)
management of STIs and Ols

palliative care, nutritional support
antiretroviral therapy

Psychosocial Support Socioeconomic Support

counseling Adults and Children material support
orphan care Affected by economic security
community support services food security

spiritual support HIV/AIDS

Human Rights & Legal Support

stigma & discrimination reduction

succession planning
PLHA participation

Figure A1, 4.1: Comprehensive HIV/AIDS Care, Treatment and Support

In this comprehensive approach, each service is linked to and reinforces other services.

3. Continuum of HIV/AIDS care, treatment and support
Multiple providers or programs may offer the range of care, treatment and support services in different locations.
However, partnership and collaboration are essential to make timely patient access to the appropriate services pos-
sible. The HIV Care Continuum (Figure A1, 4.2, below) illustrates how these linkages should function in a referral
system. Care providers at any service point should know who provides other services within comprehensive care,
where the services are located, and when and how to make a referral.
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The Continuum of Care

Individuals

seeking or
needing care

Health centers, HIV voluntary
dispensaries, counseling
traditional care

Figure A1, 4.2: The HIV Care Continuum

In the medical and nursing domain, referrals need to be made to higher echelons and discharge planning to lower
echelons, for example, home care. Home care providers should be able to assess risk situations for referrals to both
medical and support services. Referrals at all levels must be explicit to ensure that social, legal, human rights, and
peer support needs are being met. Peers from PLHA support groups play a major role and should be involved in
shaping the delivery of care in communities.
\_______________________________________________________________________________________________|
Step 2. Ask the participants to divide into four groups. Instruct the groups that each should choose a reporter
to take notes and report to the larger group at the end of the group work. Each group should discuss
the assigned question:

Group One:  How do they make successful referrals of patients for other services in the commu-
nity? What are some specific examples?

Group Two:  Who identifies and establishes linkages with community groups for support services?

Group Three: Who on the team usually makes referrals, and who tracks whether patients follow
through and what services are delivered?

Group Four: How does the team deal with obtaining the patient’s consent and maintaining confi-
dentiality?

(20 minutes)

Bring the groups together to report on the highlights of their discussion.

(20 minutes)

Total: 40 minutes
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4.

HIV/AIDS care requires a chronic disease management approach
In resource-poor settings, chronic disease management has been relegated to the background. Priority has been
given to acute illnesses, for example, respiratory illnesses and malaria. But chronic disease management is essential,

especially once life-prolonging treatment for HIV/AIDS is available, creating a demand for long-term care.
Principles of chronic disease management that are pertinent to HIV/AIDS care follow.

a. The patient and health providers work as a team to foster the patient’s self-management skills, the health care
provider’s application of technical knowledge and skills, and assistance from social services. This demands a
steady relationship between patient and heath care team members. At a minimum, the team includes a clinician
authorized to prescribe medications, a nurse and a pharmacist. Supporting this is collaboration are community
service organizations providing services to meet the patient’s many nonmedical needs. There should be regular
interdisciplinary care team meetings to discuss care issues, review treatment protocols, express concerns, and
support colleagues.

b. Continuing care involves regularly scheduled visits with clinical and support staff, on a predetermined schedule,
to (1) monitor disease status and treatment effect, including labs; (2) provide ready response to emerging health
and socioeconomic issues; while at the same time (3) maintaining up-to-date, easily retrievable documentation.
The corollary is that continuing care always tries to avoid or reduce disease-related exacerbations that require
acute management.

c. Support for care team members is essential to provide quality of care and avoid frustration and burnout.

d. Currently, available treatment is life-long. It is to be expected that motivation to maintain wellness and adhere
to treatment will fluctuate during the course of the disease.

5. Standards of care
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a. Setting standards of care for HIV-infected persons is intended to promote delivery of the highest possible qual-
ity of care and establish measures to evaluate and improve client services. This requires deciding how to achieve
the standards, applying them in clinical practice and then evaluating whether they have been achieved (what is
needed/process issues/desired outcomes).

b. There will be different standards for a comprehensive care package at each level of the health care system—that
is, referral hospital, district or peripheral hospital, health center and dispensary/community. Developing practice
standards and then monitoring the quality of their implementation are both important to delivering appropriate
HIV care.

c. Clinical services include affordable and standardized practices based on international and national guidelines:

preventive therapies, management of HIV-related conditions and opportunistic infections, laboratory services,
secure supply of prescribed medications, highly active antiretroviral therapy (HAART), post-exposure prophy-
laxis (PEP) for occupational injuries and rape, STI management and palliative care.
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Step 3. Ask the participants to break into three groups. Have each group select a recorder. Tell them they
have 25 minutes for this part of the exercise.
(25 minutes)

Group One:  Discuss the management of HIV/AIDS as a chronic disease in their locality. How will
the practices of caring for HIV-infected individuals change? How would you organize
the care of patients in order to manage HIV as a chronic illness? What procedures
need to be put into place at your facility to treat HIV as a chronic illness?

Group Two:  Discuss comprehensive care in their local situation: Are the basic components in
place? Which elements do you have? Which ones are strong or could be strengthened?
Which elements are missing, and how can you institute them?

Group Three: Developing standards of HIV care for their facility (choose one level, for example, ref-
erence hospital). Do standards of HIV care currently exist? How would you develop
care standards for the facility? Define some key standards of care.

Reconvene the groups and ask each recorder to present a synopsis of their discussion. Discuss any
issues they may have.
(30 minutes)

6. Prevention as a part of care and treatment
Prevention must not be neglected as PLHA receive care and treatment. In developed countries, there has been a
tendency to relax prevention behaviors, such as condom use, once many with HIV/AIDS are treated. This can be a

tragic consequence of what is perceived as an enhanced program for PLHA.

At each point in the process of providing care and treatment, opportunities exist to introduce or reinforce preven-

tion messages.
Targets of opportunity for integrating prevention into care and treatment follow:

Clinic waiting room e Posters about preventing HIV transmission (partner reduction, abstinence, condom use)
e General HIV/AIDS videos
e Simple visually oriented brochures about transmission

Provider-patient interaction The provider should remind clients about preventing HIV transmission at each visit
(through simple messages, such as “Remember the ABCs,” and checking to see that
the client understands, as well as by providing condoms or at least having them visibly
available in the provider’s office).

Home care Visitors to the homes of PLHA can also carry condoms and talk to the family about

proper precautions in caring for patients, as well as reminding them of general and

specific risk reduction behaviors for themselves.
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TS [mmunology and Natural History of HIV/AIDS

PURPOSE:
In this session, participants will learn about the normal immune system, how the HIV virus damages and destroys the

immune system, and how the disease progresses.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Discuss how the normal immune system works.
2. Describe the HIV lifecycle and its effect on the immune system.
3. Describe the stages of disease progression, including symptoms, laboratory findings and management of primary

infection and seroconversion.

TIME:
60 minutes

MATERIALS:
Charts/figures

¢ Diagram of HIV structure
e Diagram of HIV lifecycle
e Chronology of HIV-induced disease correlated with time since infection

PREPARATION:
Flipchart paper for small groups
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. ______________________________________________________________________________________|
Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Show PowerPoint slide or overhead of the normal immune system and go over how it works, briefly.
See A. 1. a.-j. below
(12 minutes)

A. The Normal Immune System

1. The Normal Immune System

a. Protects the body by recognizing antigens on invading bacteria and viruses and reacting to them.

b. Consists of lymphoid organs and tissues, including the bone marrow, thymus gland, lymph nodes, spleen, tonsils,
adenoids, appendix, blood and lymphatic vessels.

c. All components are vital in the production and development of lymphocytes or white blood cells.

d. B-cells and T-lymphocytes (T-cells) are produced from stem cells in the bone marrow. B-cells mature in the mar-
row, but T-cells travel to and mature in the thymus gland.

e. B-cells recognize specific antigen targets and secrete specific antibodies that coat the antigens by making them
more vulnerable to phagocytosis or by triggering the complement system.

f. T-cells regulate the immune system and kill cells that bear specific target antigens. Each T-cell has a surface
marker such as CD4, CD8 and CD3 that distinguishes it from other cells.

g. CD4 cells are helper cells that activate B-cells, killer cells (CD8) and macrophages when a specific antigen is
present.

h. Phagocytes include monocytes and macrophages—large white blood cells that engulf and digest cells carrying
antigenic particles.

i. The complement system consists of 25 proteins and is capable of inducing an inflammatory response when it
functions with antibodies to facilitate phagocytosis or to weaken the bacterial cell membrane.

j. When the immune system is weakened or destroyed by a virus such as HIV, the body is vulnerable to opportu-

nistic infections.
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Step 3. Show PowerPoint slides or overhead of the HIV structure and present information on what the virus
looks like: B. 2. a.-c. below.
(1 minute)

2. The Human Immunodeficiency Virus

HIV Structure

|Envelope Proteins |

» «——gpl120

;

fa————gp41

® |Matrix Protein

p17

p24
RT
A Integrase
@ Protease

Figure 3. The Human Immunodeficiency Virus

Figure A1, 5.1: The Human Immunodeficiency Virus

a. It is a retrovirus, which uses its RNA and the host’s DNA to make viral DNA. It has a long incubation period
(clinical latency).

b. It consists of a cylindrical center surrounded by a sphere-shaped lipid envelope. The center consists of two single
strands of ribonucleic acid (RNA).

c. It causes severe damage to and eventually destroys the immune system by utilizing the DNA of CD4 lympho-
cytes to replicate itself. In the process, the virus destroys the CD4 lymphocyte.

Step 4. Show PowerPoint slides or overhead of the HIV lifecycle and discuss its lifecycle: B. 2. d below.

(2 minutes)

d.  HIV lifecycle

e Host cells infected with HIV have a very short lifespan.

e Therefore, HIV is continuously using new host cells to replicate itself.

e Up to 10 million individual viruses are produced daily.

e In the first 24 hours after exposure, the virus attacks or is captured by dendritic cells (type of phagocyte) in
the mucous membranes and skin.

e Within five days of exposure, infected cells make their way to lymph nodes and eventually to the peripheral
blood, where viral replication becomes very rapid.

e The five phases are: binding and entry, reverse transcription, replication, budding, and maturation (see Figure
A1, 5.2, below).
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Figure A1, 5.2: The Five Phases of the HIV Lifecycle

B. Natural History: The Chronology of HIV-Induced Disease

Step S. Present information on primary HIV infection and seroconversion: clinical features, symptoms, lab

findings, and management: C.1 a-b below.
(15 minutes)

1. Primary HIV Infection and Seroconversion
a. Clinical features
e On first exposure, there is a 2-4 week period of intense viral replication before onset of an immune response
and clinical illness.
e Acute illness lasts from 1-2 weeks and occurs in 53% to 93% of cases.
e Clinical manifestations resolve as antibodies to virus become detectable in patient serum.

e Patients then enter a stage of asymptomatic infection lasting months to years.

b. Seroconversion illness
® Manifests as a flu-like syndrome. General symptoms may include:
e Acute onset of fever with or without night sweats
e Myalgia is common, may be associated with muscle weakness
e Lethargy and malaise are frequent and often severe, may persist for several months
¢ Depressed mood
e Pharyngitis/sore throat
e Lymphadenopathy
e Arthralgia
e Anorexia/weight loss

¢ Neurological symptoms
e HIV readily isolated from the cerebrospinal fluid during primary infection
e Early infection of central nervous system frequently results in aseptic meningoencephalitis with symptoms
of headache, photophobia and retro-orbital pain.
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Other more unusual features include:
Myelopathy

Peripheral neuropathy

Brachial neuritis

Facial palsy

Guillain-Barre syndrome

Gastrointestinal symptoms

Mucocutaneous ulceration is a distinctive feature. Ulcers are generally small, round or oval. Surrounding
mucosa looks normal.

Pharyngeal edema is common.

Oral/oropharyngeal candidiasis

Nausea/vomiting

Diarrhea

Dermatological symptoms

Erythematous, non-pruritic, maculopapular rash is common.
Roseola-like rash

Diffuse urticaria

Desquamation of palms and soles

Alopecia

Laboratory findings

First 1-2 weeks:

Profound reduction in CD4 and CD8 lymphocyte counts with inversion of the CD4:CD8 (The normal
ratio is 2:1—2 CD#4 cells to 1 CD8 cell.)

Followed by a peripheral lymphocytosis consisting of predominantly CD8 cells.

Mild thrombocytopenia is common.

C-reactive protein level and erythrocyte sedimentation rate are frequently elevated.

Hemoglobin level usually remains stable.

Elevated serum alkaline phosphatase and transaminase levels are common.

First 2-6 weeks:

Antibodies to HIV are detectable.

HIV antigen (p24) may be detected in serum before detecting antibodies; therefore, antigen testing is
important in diagnosing seroconversion.

The window period: Period in which HIV-positive patients may not test positive for anti-HIV antibod-
ies. Generally limited to first 2-6 weeks, but up to 3 months is given to be sure. In rare cases, the window
period may last as long as 6-12 months.

Note: In high prevalence, high incidence settings such as STD or sex worker clinics, as many as 5% of
those testing HIV antibody negative will actually be in the window phase and are really infected with HIV.
People in these settings who test HIV negative should be counseled strongly to return in three months for

repeat testing.
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® Management
Clinical management is primarily symptomatic.
The goal at this stage is to give appropriate counseling and education to prevent further spread.
Issues to consider:
e The physical distress of the illness
e Tentative nature of the diagnosis before serodiagnosis is made
e Patient’s self-reproach
e Implications for the patient’s lifestyle
¢ Contact tracing should be attempted to identify the source.
(Contact person may be unaware of their infection; may be seroconverting themselves; may be unaware of
safe sex or safe injecting practices.)
¢ Study of using antiretroviral agents during this stage is underway

e [f serious symptoms of seroconversion persist (e.g., neurological), consider ART.

\_______________________________________________________________________________________________|

Step 6. Discuss management and treatment of seroconversion in the local situation, including diagnosis and
availability of laboratory tests. Ask the participants if anyone has seen (a) patient(s) with primary HIV
infection. If so, have them describe the patient’s diagnosis, treatment and management. Most often
they will say they have not.

Explain that in Africa, for example, it is rare to see anyone with primary infection because patients
do not come to the clinic with non-specific symptoms. Or they come late and present with signs and
symptoms that mimic HIV, such as fever, in which case, they are usually treated for malaria. When
the patient does not get better, he or she goes to a different doctor, is tested for malaria and is posi-
tive. Again, he or she may receive chloroquine, which is changed to fansidar, to chloramphenicol for
typhoid fever and so on. The patient is never diagnosed with HIV.

(10 minutes).
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. ____________________________________________________________________________________|
Step 7. Show the PowerPoint slide or overhead of “Chronology of HIV-induced disease correlated with time
since infection,” and present the stages of disease progression of HIV: C.2 a-d below.
(15 minutes)

At the end of your presentation, answer any questions the participants may have.
(5 minutes)

2. Stages of Disease Progression
a. Early immune depletion (CD4 cell count >500/pL)

¢ During this stage, level of virus in blood is very low.

e HIV replication taking place mostly within lymph nodes

e Generally lasts for five years or more

e Persistent Generalized Lymphadenopathy (PGL) without other symptoms may be noted.

e Usually symptom-free, but several autoimmune disorders may appear, such as:
Idiopathic thrombocytopenia (ITP)
Guillain-Barre syndrome

[Show chart depicting chronology of HIV-induced diseases correlated with time since infection.]

b. Intermediate immune depletion (CD4 cell count between 500 and 200/pL)
e Immune deficiency increases.
¢ Infections start and persist or increase as the CD4 cell count drops.
e Consider beginning first-line antiretroviral therapy (if indicated by the guidelines).

Consider preventive treatment for TB and Cotrimoxazole PT
e Less severe infections appear, particularly of skin and mucosal surfaces:

Tinea Molluscum contagiosum
Seborrheic dermatitis Bacterial folliculitis
Warts Gingivitis

e Other infections begin to manifest
¢ Oral candidiasis appears late in this phase.
e Reactivation of herpes zoster and herpes simplex may occur.
¢ Infection with Mycobacterium tuberculosis often occurs during this phase, although it could occur
at any time.
e Chronic sinusitis
[Refer to chart depicting chronology of HIV induced diseases.]

c. Advanced immune depletion (CD4 cell count <200/pL)
e Case definition of AIDS is having a CD4 cell count of less than 200/pL.
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I T Diagnosis of HIV

PURPOSE:

Clinicians or health care providers all too often miss the diagnosis of HIV. They need to know the many presentations

of HIV disease and use a systematic framework to ensure a proper diagnosis.

In this session, participants will learn how to make an initial assessment, what questions to ask when taking a history

and what to look for in a physical exam. They will practice taking a sexual history and learn when and how to advise
patients to consider HIV testing. They will learn about the various serologic and laboratory tests available for diagnos-
ing HIV infection and AIDS, as well as how they work and how they are used, and will discuss the various options

available in their local situation, including availability and costs.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Describe why establishing trust between the caregiver and the patient is essential.

. Identify the questions to ask in taking a patient’s history and what to look for on a physical exam.
. Discuss why it is important to take a proper sexual history.

. Take a sexual history using open-ended questions and listening skills.

“L AW N

. Identify clinical and lifestyle clues using an algorithmic approach to HIV testing, and describe when and how to
advise patients to consider HIV testing.

N

. Describe the various serologic tests and how they work.

7. Interpret the results of the tests and make a diagnosis.

8. Establish the stage of the disease and exposure to other infectious diseases through a baseline laboratory evalua-
tion of CD4 cell count.

9. Discuss guidelines for testing in their local situation based on availability and cost.

TIME:

2 hours and 40 minutes

PREPARATION:
For step 3: Prepare a list of parts of the body to be examined on a flip chart paper.

Prepare a flip chart with the questions listed in step 5 of your delivery.
Prepare for the role-plays in step 6 on taking a sexual history.

e Make several copies of each role-play for each breakout group. Make sure instructions to the provider and the
patient are on separate sheets of paper.

¢ The number of breakout groups will depend on how many participants you have. For example, if you have 20,
then plan on four groups of five participants in each group.

e Review the instructions in step 6 for further guidance.

MATERIALS:
Flipchart, paper and markers for the small breakout groups
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Step 1. Explain the purpose of the session (see above) and present the overview: A. 1-4 below.

(2 minutes)

A. Overview

1. Clinicians and health care providers all too often miss the diagnosis of HIV infection. They need to know the
many presentations of HIV disease.

2. Knowing when and how to advise patients to consider HIV testing is a challenge.

. The chronology of HIV disease provides a useful framework.

A~ W

. Using clinical decision-making algorithms helps decide whether or not to advise HIV testing.

Step 2. Present the information on initial assessment and taking a history: B. 1. a-b below.

(5 minutes)

B. Patient Assessment

1. Initial Assessment
a. Establishing trust is essential

e Providers should remember that most patients are anxious and frightened by the mention of HIV; it is a life-
threatening disease with stigma attached to it.

e The ability to empathize, share knowledge without being patronizing, provide reassurance and remain non-
judgmental helps gain a patient’s trust.

e Trust between caregiver and patient is essential in order to obtain accurate information and care for the
patient.

b. The patient interview
The interview is a way to establish trust between the patient and the doctor or nurse (or health care worker of
any discipline). Interviews have three main functions: to gather information, to handle emotions, and to manage
behavior. You need to develop the specific skills for each of these functions. Doing so takes time. This workshop
does not deal with this particular set of skills, but all professionals caring for people with HIV/AIDS should get

special training addressing them.
Here is a brief overview of the three functions of the interview and the skills associated with them, with examples:

¢ Information gathering
Skills
¢ Open-ended questions (cannot be answered with a simple “yes” or “no”)
“Tell me about how things have been going since your last visit.”
e Facilitation
“Go on...I am listening.” (nonverbal: nodding)
e Direction
“T understand that many things are bothering you...could we focus on the diarrhea for just a minute?”
e Summarizing
“So, from what I understand, you have had a lot of nausea and some cramping, you have taken all of the
pills each day this week and you want some help with these symptoms...do I have it all right?”
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¢ Emotion handling

This is especially important in caring for PLHA and their families.

Skills

e Empathy
“I can see that you are very discouraged.”

e Reassurance
(Understandability) “It is understandable that you are sad...look at what has happened in the last month:
you lost your best friend, you are feeling weak and your son is not doing well in school...anyone would
be sad facing all of that.”
(Time limitedness) “It might help to keep remembering that these symptoms last for no more than one
month in most people, and you’ve been through this for three weeks now.”

e Education about illness

e Support /partnership
“I want you to know that I will be here to help you through this.”

e Behavior management
This is used to achieve both medication adherence and lifestyle change (such as risk reduction). You can
accomplish this best through education and motivational skills.
Skills
e Authority/modeling
“I have seen this drug work in many patients.”
¢ Conditioning
“You really did well this week....you remembered most of your pills.”
e Trait and choice attribution
Trait “You do a good job of keeping track of things at work and caring for your children, so you prob-
ably can keep track of these medicines.”
Choice “It is up to you to decide what method you want to use to remind yourself of when to take which
pills.”
e Rehearsal and affirmation of intent.
Through rehearsal, you help the patient think through a typical day, review what they will be doing about

their medication and say what they intend to do (Affirmation of intent).

History specific to HIV/AIDS:
In addition to the usual aspects of history taking, you should address the following areas:

e Previous tests for HIV? If yes, why tested and what were results?

e Presence of HIV-associated signs and symptoms

e History of sexually transmitted diseases and other infectious diseases

¢ Other medical diagnoses, for example, malignant or premalignant conditions

e Mental health history (look for signs of depression)

e Family history: age and health of children, HIV in other family members

¢ Medications taken regularly

¢ Social history

e Sources of support (family, friends, community, health care providers)

e Sexual history (see 2 and 3 below)

e If appropriate, ask if he/she remembers ever being treated for HIV. (If yes, then ideally you would find out
about the pretherapy CD4 cell count, HIV viral load and treatment, including duration/adherence.)
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. ____________________________________________________________________________________|
Step 3: Show the flip chart with the list of parts of the body to be examined and ask participants to tell you what
they should look for to rule out HIV. Discuss briefly and add anything they may have missed: ¢ below.
(5 minutes)

c. The physical exam: looking for signs of HIV

e General: look for evidence of wasting, marked fat loss in extremities, face and buttocks

e Skin: rash, popular, macular, vesicular or ulcerative lesions

¢ Eyes: examine conjunctiva and fundus for changes (retinal opacification, cotton wool spots)

e Oropharynx: (often yields earliest evidence of HIV) examine for thrush, etc.

e Lymph nodes: nontender or minimally tender lymphadenopathy, regional adenopathy, extremely tender
lymph nodes

e Lungs: rales

¢ Gastrointestinal: hepatosplenomegaly

¢ Neurology: dementia, headache, seizures, focal neuropathies

e Pelvic exam: discharge, ulcers, abscesses

Step 4. Ask participants why do they think it is important to take a sexual history and what concerns they

have in doing so. Then present the information in 2. a-1 below.
(15 minutes)

2. Taking a sexual history
a. Why it is important
e Taking an effective and comprehensive sexual practice and lifestyle history is an integral part of medical man-
agement.
e Taking a sexual history helps to determine the possibility of past exposure. Emphasize eliciting information
about behavior that might have placed the person at risk.
¢ You will decide to recommend testing on the basis of clinical and lifestyle information obtained from a
patient’s history and from physical exam.
b. Try to begin with the least sensitive issues.
c. Put patient at ease by asking other relevant details, such as any history of symptoms or signs of concern to the
patient and details of past illnesses, including STDs, etc.
d. Explain that taking a sexual history is important in order to assess the person’s overall health and determine
what tests to do.
e. If possible, ask questions in the context of a general medical history.
f. The interview should move from open-ended to close-ended questions.
In the examples below, most are closed-ended questions on the assumption that the interview has progressed
from the initial, more open-ended stage. For example: “Please tell me about how you see your risk for HIV?” to
“When was the last time you engaged in sexual intercourse without a condom?”
g. Listen carefully to the responses and ask clarifying questions.
h. Make sure that the patient understands the terms you are using. If possible, use the patient’s vocabulary, and be
culturally sensitive.
i. Modify your questions to suit the situation and the responses.

Be sure all questions about sexual practices are free of any assumptions regarding sexual orientation or monogamy.

k. Be sure to establish whether the patient has had unprotected sex at any time, and especially during the last three
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months, or has at any time had problems using condoms (for example, breakage).
I Elicit a history of sexual contacts, taking the most recent first and working back from there.

Step 5. Describe to participants the importance of taking a sexual history and how to do so. Read through the

points in 3. a-e below, and ask participants if they would change, add or delete any of the questions.
(10 minutes)

3. Questions for sexual history
The following questions are mostly close-ended, to be asked only after there has been time for more open-ended
discussion and the development of rapport:

a. To initiate a more detailed discussion of sexual history in relation to potential exposure:
¢ Tell me what part sexual activity plays in your life right now? (If necessary, ask “Are you sexually active?”)
e Can you describe for me what you think about your risk for HIV infection? Why do you think you may/may
not be at risk?
e Have you ever had a sexually transmitted infection? (It helps to give examples.) Do you know if any of your
sexual partners have developed a sexually transmitted disease or AIDS?

b. To elicit more details about the number and sex of partners and the use of condoms:
e Have you ever had, or do you currently have, sex with men, with women or both?
e How many sexual partners have you had? (If possible, determine the number of partners in the patient’s life-
time, during the past year and in the past three months.)
* Do you use condoms?
e If so, how often?
e When did you begin using condoms?

¢ If not, what was your reason for not using condoms?

c. To identify sexual practices:
* What form of sex do you usually have with your partner?
® Do you have vaginal intercourse?
® Do you have anal sex? (This may require additional explanation or description.)
e Do you have oral sex? (This may require additional explanation or description.)

d. To elicit (nonsexual) lifestyle clues to the risk of HIV infection:
e Injecting drug use
Do you smoke cigarettes, drink alcohol or use other drugs?
o If the patient currently injects drugs:
Do you share needles or other drug equipment?
e If the patient is a former injecting drug user:
When did you stop injecting drugs?
Did you share needles or other drug equipment? If so, until when?
¢ Blood products
Have you ever had a blood transfusion?
Have you ever had surgery or a major accident?
Did you receive any blood as a result of this surgery/accident?
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Step 6. Tell participants that they will now practice taking a sexual history by interviewing each other using
questions 3. a-e (page in participants’ technical notes). Ask them to read over the questions briefly

and discuss any questions they may have.

Explain to participants that they will now practice taking a sexual history through role-plays. One
person will be the provider and another will be the patient. Each will receive separate instructions on
their role. There will be two role-plays, so they can take turns.

Ask participants to break into four groups, and have them select who will be the provider and who
will be the patient. Ask one person in each group to be the facilitator. Give the instructions for the
provider and patient for all of the role-plays to the facilitator. The facilitator then gives the “provider
instructions” for the first role-play to the person who will be the provider and the “patient instruc-
tions” to the person who will play the patient.

Tell the groups that they have 10 minutes for each role-play. The facilitator should monitor the time.
When they have finished the first role play, have them select two others in the group to be the pro-
vider and patient and follow the same process.

(10 minutes x two role-plays = 20 minutes)

Reconvene the participants and ask the following of each role player (provider, patient) from each group:

Questions for the provider:
Were you comfortable asking the questions?
Which questions were the most difficult, and why?
What obstacles did you encounter?
How can you overcome these obstacles?
Are there any country-specific or cultural issues that make it easy or difficult to take a sexual history?
(15 minutes)

Questions for the patient:
How did you feel about being asked the questions?
What did the provider do that made it easier for you? harder for you?
What would have made the questions clearer?
What would have made you more comfortable answering them?
(15 minutes)
(Total time of 60 minutes for this exercise)
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Role-Play #1
ROLE PLAYER INSTRUCTIONS: PROVIDER

You are a primary care doctor in rural Ghana. This is your 35th patient of the day. She is a 20-year-old woman who
looks very worried. This makes you worry about how long this will take and how much trouble it will be to find out
what is really going on. You think she is the niece of your neighbor.

ROLE PLAYER INSTRUCTIONS: PATIENT

You are a 20-year-old woman who has just learned that your boyfriend is HIV positive. You also have been having
some headaches, but otherwise you feel well. You are upset about your boyfriend and decided to come to the hospital
so the doctor could treat your headaches. The headaches feel like a grabbing sensation around your head and have
been there for two weeks. They last all day. They do not wake you up or cause nausea, vomiting or other problems.

Aspirin helps.

For your sexual history: You began having sex at the age of 15. But it was not a good experience. Your teacher in high
school seduced you after class one day, and you felt you couldn’t refuse. You liked him but didn’t think sex with him
was in the picture. You have not told anyone about this except for one girlfriend, whom you suspected he had also had

sex with.

You and your current boyfriend have been together for one year. You have vaginal intercourse (no anal intercourse or
oral sex) about every other week when you are able to be alone. He travels a lot for his work as a truck driver and
you suspect he has been with other women, but the two of you have never talked about this.

You and your boyfriend have used condoms occasionally, but usually you don’t.

Your boyfriend is your fourth partner in the last four years. The others were all men you knew well; you were with
each for about one year. You always used condoms with them and had sex about every other week, as well. None

of them ever reported an STD or other problem, and you have had no STDs until this boyfriend. He told you three
months ago that you should get checked because he had had an ulcer for a few weeks while he was away.

You have never had a blood transfusion and use no IV drugs.

You are nervous because the doctor looks a little familiar to you and you don’t want anyone in your family to know
about your situation.
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Role-Play #2
ROLE PLAYER INSTRUCTIONS: PROVIDER

You are a primary care doctor in Ghana. This is your 35th patient of the day. He is a 45-year-old doctor from a
district about four hours away. You have met him at medical meetings. He looks worried, and you wonder what is
going on.

ROLE PLAYER INSTRUCTIONS: PATIENT

You are a 45-year-old physician in a rural district in northern Ghana, where you have worked for six months after
returning from postgraduate studies in rural health in the UK.

You began experiencing a cough a few weeks ago and also got a rash and a fever. You spent last summer in Zambia
where you saw many AIDS patients. You have been careful but wanted to leave your district to get checked and maybe
discuss your fear of being HIV infected, even though you feel you are at low risk. You cannot get it out of your mind.

You have been happily married for 13 years to a woman who is your age. You have four children, now between 5 and
12 years old.

You and your wife have vaginal intercourse about twice a week, no anal intercourse, but oral sex fairly frequently. You
were with one other woman twice during your time in London. You engaged in vaginal intercourse using a condom
with no breaks or problems with the condom. You have had no STI symptoms, and you do not know if your partner
in London has or has not had an STI To your knowledge, your wife has been faithful and has not had any STIs. For
the last 13 years, your wife and the one other woman have been your only partners.

You do not use drugs or alcohol and have not had a blood transfusion.

50



MODULE 1

C. Laboratory Testing

Step 7. Introduce laboratory testing: 1. a-e and describe the various serologic tests: 2. a-d below.

(10 minutes)

1. Introduction
a. HIV antibody tests detect antibodies that the immune system forms against HIV. These tests do not look for the
virus itself, but search for antibodies produced against a number of viral capsules and core antigens.
b. Sensitivity means the ability of the test to detect antibodies in general.
c. Specificity is the ability of the test to detect antibodies to specific HIV viral proteins.
d. Predictive values measure whether or not an individual actually has the infection, given the result of the screen-
ing test. (Accuracy of HIV serology is excellent.)

2. Serologic tests
a. ELISA (enzyme-linked immunosorbent assay)/EIA (enzyme immunoassay)
e Tests for a number of antibody proteins in combination
o A very sensitive test, but not entirely specific—can detect antibodies to antigens other than HIV, making it
possible to give a false positive
e A positive (or indeterminate) ELISA result means that the sample needs to be tested further by western blot
or a different ELISA test.

b. Western Immunoblot test

e Used as a confirmatory test

e Detects antibodies to a number of specific HIV proteins and is considered to be very specific for HIV

e Samples yielding a negative result are reported as negative.

e Antibodies to only a selection of viral proteins may yield an indeterminate western blot; you need to collect a
further sample to confirm diagnosis.

¢ Bands corresponding to p24 and pS535 typically are detected early in seroconversion, followed by glycoprotein
bands (gp120; gp41) of the viral envelope [refer to diagram of HIV structure shown in section B.2 above].

c. DNA PCR (polymerase chain reaction)
e A qualitative test used to detect intracellular virus
e Can detect 1-10 copies of HIV proviral DNA
e Used primarily for viral detection with neonatal infection and with indeterminate serology

d. Rapid Tests

e There are various tests available that provide results in about 10 minutes. SUDS, Recombigen and Genie are
three examples.

o Sensitivity approaches 100 percent; specificity is >99 percent—analogous to EIA screening tests.

® You can report negative tests as definitely negative; you should confirm positive results with standard serol-
ogy with another rapid test.

e Useful in situations where immediate results are important to management decisions, such as:
® Cases of occupational exposure, where the use of post-exposure prophylaxis (PEP) may be possible
e STD clinics and emergency rooms, where seroprevalence rates are high, but follow-up may be impractical

or compliance with follow-up poor
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Step 8.

Invite the participants to discuss the following questions:
What tests are available in your local situation?
How much do these tests cost?
What are the national guidelines with regard to testing?
What are the national guidelines with regard to VCT?
What recommendations would you take back with you?

Ask participants from different sites to list their recommendations on separate pieces of flip chart
paper and post them.
(15 minutes)

Step 9.

Describe the World Health Organization (WHO) testing strategy and answer any questions partici-
pants may have: 3. a-c below.

(10 minutes)

3. WHO testing strategy
a. Overview

HIV infection is diagnosed by a positive HIV test. Many low-income countries cannot afford expensive Western tests.
WHO has recommended testing strategies based on a combination of screening tests that do not require
expensive Western Blot (WB) confirmation assays.

HIV testing has become much more widely available, and the diagnosis of HIV purely on clinical features

is not recommended.

Confirmatory assays (WB) should be used only to resolve indeterminate results for diagnostic purposes.

A note about tests results:

e Positive test results: Criteria for a positive test are: (1) a positive ELISA followed by a different positive
HIV test or (2) a positive WB. (Depending on the criteria, two different rapid tests reporting positive
results can also be considered a positive result.) For rapid tests, there should be guidelines based on a
validated algorithm that indicates two tests that can be used together, which, when both are positive,
indicates positive serostatus.

Tests that that can predict antigens other than HIV can give a false positive result (for example, ELISA).

o Negative test results: A negative test result means the patient has not been infected with HIV or that the
infection is so recent that detectable antibodies to the virus have not yet appeared in the blood.

False negative test results may occur because of time delay following infection (the “window”), the HIV
strain type (for example, HIV-2), and the reagents used.

o Indeterminate results: Most often indeterminate results come from a positive ELISA and an indeterminate
Western blot, for example, one showing a single band, usually p24. In the case of rapid tests, two different
results from two different rapid tests also constitute an indeterminate result.

b. Objectives of the test:

Transfusion and transplant safety
Surveillance
Diagnostic

c. Prevalence of infection in the sample population
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Objective of the testing Prevalence of infection Testing Strategy
Transfusion and transplant safety All prevalences |
Surveillance >10% |
<or=10% I
Diagnostic

Clinical signs of HIV infection Diagnostic >30% |

<30% I

Asymptomatic >10% I

<10% 1]

WHO/CDC/UNAIDS/USAID Guidelines for Using HIV Testing Technologies in Surveillance:
Selection, Evaluation, and Implementation. 2001. WHO/CDS/CRS/EDC/2001.16, UNAIDS/01.22E

Order of use: The order of use is determined by the specificity and sensitivity of the tests.

o The sensitivity of a test is the probability of a positive result if infection or disease is truly present. As the sen-
sitivity of a test increases, the proportion of false-negatives decreases.

o The specificity of a test is the probability of a negative result if infection or disease is truly absent. As the
specificity of a test increases, the proportion of false-positives decreases.

e The first test should have a higher sensitivity (greater than 99%), resulting in fewer false negatives. The sec-
ond and third tests should have a higher specificity (greater than 99%), resulting in fewer false positives.

¢ In most situations where you are involved in the clinical care of AIDS patients, the prevalence of HIV infec-
tion in the population is high, and you encounter patients who meet clinical stage III or IV of HIV infection.
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In this situation, one simple positive screening test is sufficient to diagnose AIDS. (testing strategy I)
e For safe transfusion, testing strategy I (1 test) is also sufficient to reject blood if it is positive.
e In all other situations, you will need at least two tests to diagnose AIDS. (testing strategy II and IIT)

. ____________________________________________________________________________________|
Step 10. Present information on VCT: 4. a. below. Ask participants:

Are there any VCT guidelines in your local situation?
If yes, what they are? Compare them to the guidelines given below.
(5 minutes)

4. Voluntary Counseling and Testing (VCT)
a. Perform HIV testing for individual diagnosis according to the rules of voluntary counseling and testing (VCT) services:

_______________________________________________________________________________________|
a. Testing is done voluntarily, with informed consent. You should exercise no coercion. Mandatory testing is out
of the question. Everyone has the right to know (or not know) his or her HIV status.

e Pre- and post-test counseling services are in place

¢ Confidentiality must be guaranteed in order to prevent discrimination

e The test must be technically sound, and there must be access to a confirmation test.
e The tests are financially (and culturally) accessible

¢ Minimum care is available for the patient

e The rationale behind VCT is that it may reinforce preventive behavior in seronegative people.

e If people know they are seropositive, they can take measures to prevent the development of some Ols, to pre-
vent further HIV transmission, and to prepare themselves and their families for the future.

e Note: In high prevalence, high incidence settings such as STD or sex worker clinics, as many as five percent of
those testing HIV antibody negative will be in the window phase and will in fact be infected with HIV. People in

these settings who test HIV negative should be counseled strongly to return in three months for repeat testing.

\_______________________________________________________________________________________________|
Step11. Describe baseline laboratory tests: 5. a-c below. Then discuss the following questions:

Are all of these tests available in your local situation?
Are there any other tests you would recommend?
(5 minutes)
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5. Baseline laboratory tests
a. After diagnosis is confirmed, a baseline laboratory evaluation is needed to establish the stage of the disease and
exposure to other infectious diseases as quantified by the CD4 count.

b. Other recommended baseline tests include:
e CBC
e Serum chemistry panel
e Syphilis serology
e Chest x-ray
e PPD skin testing
e PAP smears
e Serology for hepatitis B (HBV)

c. CD4 lymphocyte count

e Normal laboratory ranges are usually 500-1400/mm.

* A CD4 count is the most useful test for assessing immune function.

e Depletion of CD cells is the most consistent and notable laboratory abnormality observed in persons with
HIV.

¢ Knowing the baseline CD4 count is vitally important in assessing the patient.

e Staging of HIV infection, recommendations for antiretroviral treatment, and prophylaxis against Ols are
based on the degree of immunosuppression.

Step 12. Describe the syndromic approach to diagnosis and the use of algorithms: 6. a-c below. Explain how

they are going to be used in conjunction with case studies in this workshop.
(3 minutes)

6. Syndromic approach to diagnosis
a. Where diagnostic facilities are severely limited, management decisions must be based on clinical features and
simple laboratory findings. It is always preferable to use HIV testing to make a diagnosis.

b. Flowchart algorithms are useful tools in the assessment and clinical management of HIV infection in adults in
resource-limited settings.

c. The algorithms in this manual are based on MSF/WHO guidelines and cover the following clinical syndromes:
e Respiratory problems
e Neurological disorders
e Chronic diarrhea and gastrointestinal problems
e Lymphadenopathy
¢ Oral lesions and odynaphagia and dysphagia
e Skin lesions

e Fever
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SIH[J\FA Patient Clinical Presentation, Differential Diagnosis and Follow-up

PURPOSE:

There are several different ways to define HIV infection and AIDS. In this session, participants will learn about the
clinical presentation of HIV/AIDS and common disorders associated with HIV infection, including the WHO labora-
tory and clinical classification systems.

Since initial diagnosis of HIV infection may be difficult because the more general signs and symptoms are common to

many other infections, participants will also learn about diseases with a similar presentation to HIV and how to make

a differential diagnosis.

OBJECTIVES:

By the end of this session, the participants will be able to:
1. Identify common disorders associated with HIV infection.
2. Diagnose HIV infection based on major and minor signs and symptoms when CD4 lymphocyte counts are not
available.
. Diagnose HIV infection based on the WHO laboratory and clinical classification systems.
. List diseases that have a similar presentation to HIV infection.
. Describe the importance of testing for HIV when testing for these other diseases.
. Give examples of factors that help in making a diagnosis.

NN L AW

. Discuss follow-up procedures in their local situation.

TIME:

110 minutes or 1 hour and 50 minutes

MATERIALS:

Flipchart paper and markers for the small breakout groups

PREPARATION:

Have participants prepare two or three differential diagnosis case studies, from their own experience, that describe a
patient presenting with various symptoms. Or ask several participants to prepare—in advance—case studies from their
own experiences, for presentation to the group.
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Step 1. Explain the purpose and objectives of this session (see above).

Step 2. Present the introductory information: C.1. a-d below.
(5 minutes)

A. Patient Clinical Presentation

1. Introduction:
a. Diagnosing and staging of HIV disease in a person living in a resource-limited country is not as easy and quick
as one might think.

b. You need to do a good clinical examination and thorough interview; this can easily

take 20 minutes per patient. Common findings to look for on a physical

examination include:

e Oral thrush

® Macular rash on palate as a sign of Kaposi’s sarcoma

e Herpes zoster scar
Example: In Zambia, in patients under 40 years old, 9 out of 10 with herpes zoster have HIV.

¢ Florid nature of skin manifestations, a hallmark of HIV

e Condition of the pectoralis, temporalis, biceps, gluteus and shin cover muscles as a clue to wasting. Ask your-
self if hair is standing up straight. HIV is a wasting disease like cancer and TB.

e Lymphadenopathy usually not >2.5 cm.

c. In resource-limited countries, health care workers use the WHO AIDS case definitions and staging system adapt-

ed for countries with limited clinical and laboratory diagnostic facilities.

d. Where laboratory monitoring is available, one should use a further refinement of the WHO staging system.

Step 3. Ask participants to name at least one major and one minor sign of HIV infection. Write these on a

flip chart under the headings of “major” and “minor.”

Then read the list below (2.b) and add any signs that the participants may have missed.
State that the problem with this method is its low sensitivity and specificity.

(5 minutes)

2. WHO case definitions for HIV/AIDS surveillance in countries with limited clinical and laboratory diagnostic facilities
a. Where HIV testing is 7ot available, diagnose patients clinically based on major and minor signs and symptoms.

b. The presence of at least two major signs and at least one minor sign fulfill the case definition for HIV/AIDS.
e Major signs:
Weight loss >10 percent of body weight
Chronic diarrhea (>1 month)
Prolonged fever (>1 month)
e Minor signs:
Persistent cough for more than one month (in case of TB, do not use this criterion)
Generalized pruritic dermatitis

History of herpes zoster
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Oropharyngeal candidiasis

Chronic progressive or disseminated herpes simplex infection

Generalized lymphadenopathy

The presence of either generalized Kaposi’s sarcoma or cryptococcal meningitis suffices for the case definition of AIDS

This method has the problem of low sensitivity and specificity.

\_______________________________________________________________________________________________|
Step 4. Discuss HIV diagnosis where testing is available and give the case definition of AIDS: ¢ below. Show
the PowerPoint slides or overheads as you describe the WHO Clinical Staging System and the WHO
Improved Clinical Staging System: d below.
(15 minutes)

c. Where HIV testing is available
e A positive HIV test together with the presence of one or more of the conditions below fulfills the case defini-
tion for HIV/AIDS.
e Weight loss >10 percent of body weight, or cachexia—with diarrhea or fever, or both—for at least one
month and not known to be the result of a condition unrelated to HIV infection
e Cryptococcal meningitis
e Tuberculosis (pulmonary or extrapulmonary)
e Kaposi’s sarcoma
e HIV encephalopathy: neurological impairment that prevents independent daily activities and not known to
be the result of a condition unrelated to HIV infection
e Esophageal candidiasis
e Life-threatening or recurrent episodes of pneumonia
e Invasive cervical cancer

d. The WHO Clinical Staging System
e WHO has also developed a staging system that includes a clinical classification system and a laboratory clas-
sification to categorize the immunosuppression of adults by their total lymphocyte counts.
e This staging system has been proven reliable for predicting morbidity and mortality in infected adults.
e Clinical markers believed to fall into four stages of prognostic significance form the basis of the WHO
Clinical Staging System. The system incorporates a patient performance scale.

Clinical Stage I
1. Asymptomatic infection
2. Persistent generalized lymphadenopathy (PGL)
3. Acute retroviral infection

Performance scale 1: asymptomatic, normal activity

Clinical Stage II
4. Unintentional weight loss, <10 percent of body weight
5. Minor mucocutaneous manifestations (e.g., seborrheic dermatitis, prurigo, fungal nail infections, oropha-
ryngeal ulcerations or angular cheilitis)
6. Herpes zoster within previous five years
7. Recurrent upper respiratory tract infections (for example, bacterial sinusitis)
Performance scale 1I: symptoms, but nearly fully ambulatory
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Clinical Stage IIT

8.
9.

10.
11.
12.
13.
14.
15.

Unintentional weight loss, >10 percent of body weight

Chronic diarrhea, > one month

Prolonged fever (intermittent or constant) > one month

Oral candidiasis (erythematous or pseudomembranous)

Oral hairy leukoplakia

Pulmonary tuberculosis (typical or atypical) within the previous year

Severe bacterial infections (for example, pneumonia or pyomyositis)
Vulvovaginal candidiasis, chronic (> one month) or poorly responsive to therapy

Performance scale I11: in bed < 50 percent of normal daytime, but more than normally during previous month

Clinical Stage IV

16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.

HIV wasting syndrome

Pneumocystis carinii pneumonia (PCP)

Toxoplasma of the brain

Cryptosporidiosis with diarrhea, > one month

Isosporiasis with diarrhea, > one month

Extrapulmonary cryptococcosis

Cytomegaloviral disease of an organ other than the liver, spleen or lymph node

Herpes simplex virus infection, mucocutaneous (> one month) or visceral (any duration)
Progressive multifocal leukoencephalopathy (PML)

Any disseminated endemic mycosis (for example, histoplasmosis or coccidioidomycosis)
Candidiasis of the esophagus, trachea, bronchi and lungs

Atypical mycobacteriosis, disseminated

Non-typhoid Salmonella septicemia

Extrapulmonary tuberculosis

Lymphoma

Kaposi’s sarcoma (KS)

HIV encephalopathy

Performance scale I'V: in bed for longer than 50 percent of the day over the previous month

¢ WHO Improved Clinical Staging System

A further refinement of the WHO clinical staging system includes a laboratory axis. The laboratory axis subdi-

vides each category into three strata (A, B, C) depending on the number of CD4 cells. If this is not available, use

total lymphocytes as an alternative marker.
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Laboratory Axis Clinical Axis

Lymphocytes* CD4** Stagel Stagelll Stage Il Stage IV
Asymptomatic Early HIV Intermediate Late AIDS
PGL (ARC)***
A >2000 >500 1A 2A 3A 4A
1000-2000 200-500 1B 2B 3B 4B
C <1000 <200 1C 2C 3C 4C

* Reference range total lymphocytes: 1500-4000/mm,
** Reference range CD4 count: 450-1400/mm,

***  ARC: AIDS-related complex

Grey area refers to progression to AIDS

Note: Data from the developed world are the basis for the reference values used for lymphocytes and CD4 count.

There are indications that Africans may have a physiologically higher lymphocyte count. If possible, projects with

laboratory equipment to conduct lymphocyte counts in HIV patients should collect data about lymphocyte counts

and CD4 counts and correlate them with the disease stage.

Step 5.

Present the following three short case studies (one at a time), and call on a participant in the group to give
the clinical stage of each patient based on the WHO Improved Clinical Staging System and/or a diagnosis.

Case study 1: A 35-year-old truck driver comes to the clinic complaining of persistent diarrhea that
started five months earlier. You do a lab test and stool exam and find that his lymphocyte count is
1200/mm3 and the stool exam reveals cryptosporidium. How would you classify this patient?
(Answer: 4B)

Case study 2: A 24-year-old student presents for anonymous HIV testing. She was raped three months
ago. Two months ago she was seen in the clinic for fever, malaise, fatigue and swollen lymph nodes.
At that time she was diagnosed with influenza. Presently she has no complaints or symptoms. Her
HIV test came out positive. Her CD4 count is 550. How would you classify this patient? Was the
diagnosis she received two months ago correct? If not, what would you assume the diagnosis to have
been?

(Answer: 1A. The illness she experienced two months before this visit was probably secondary to her
acute (primary) HIV infection and was not influenza.)

Case study 3: A young woman comes to the clinic complaining of fever for over a month. From her
previous record, you see that six months ago she weighed 54 kg. She now weighs 46 kg. She has a his-
tory of herpes zoster. You have no facilities to test the woman for HIV or to do a CD4 count or lym-
phocyte count. Based on the symptoms alone, what diagnosis would you give this patient and why?
(Answer: AIDS, because she has two major signs and one minor sign.)

(12 minutes for this exercise)

If you have time, answer any questions participants may have about the WHO staging system.
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B. Differential Diagnosis and Follow-up

Step 6. Present the information on differential diagnosis and follow-up: E. 1. a-c and 2. a-b.

(20 minutes)

1. Differential diagnosis
a. Initial diagnosis of HIV may be difficult
e The more general signs and symptoms of HIV are common to many infections.
e Patients may have acquired both HIV and other sexually transmitted or blood-borne diseases at the same time.
® Be sure to consider HIV testing when testing for other infections that have a similar presentation.

b. The following diseases have a similar presentation, and you should consider them when making a differential diagnosis:
e Epstein-Barr virus mononucleosis
e Cytomegalovirus mononucleosis
e Toxoplasmosis
e Rubella
e Syphilis
e Viral hepatitis
e Primary herpes simplex virus infection
¢ Disseminated gonococcal infection
e Other viral infections

c. Examples of differentiating factors:

e Epstein-Barr virus mononucleosis

EBV infection HIV infection

Onset Insidious Acute

Tonsillar hypertrophy Common Mild enlargement
Exudative pharyngitis Common Rare

Skin rash Rare Common
Mucocutaneous ulcers Rare Common

Jaundice Occurs in 8 percent Rare

Diarrhea Unknown Occurs

Atypical lymphocytes Occurs in 80-90 percent Occurs < 50 percent
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e Ulcers
Other infections

Mucocutaneous ulceration is a distinctive Such ulceration is uncommon in most
feature and has been reported on the buccal conditions that constitute the differential
mucosa, gingiva, palate, esophagus, anus and diagnosis.
penis.
Ulcers are generally small, round or oval, and Only primary herpes may present with
surrounding mucosa usually look normal. similar ulcers.

e Rash

Other infections

An erythematous , non-pruritic, maculopapular Skin rashes are not a feature of infectious
rash is common during primary HIV infection. mononucleosis, toxoplasmosis or cyto-
megalovirus infection.

It is generally symmetrical and may become
generalized, with lesions 5-10 mm in diameter.

The face or trunk is usually affected, but Rashes involving the palms and soles are
extremities, including the palms and soles, can rare in most viral infections.
also be involved.

d. You can use laboratory tests to make the diagnosis. See session 7.

2. Follow-up visits

a. After being informed about their test results, patients may need closer follow-up (weekly or monthly).

b. An accessible system of referrals is important, and the clinician following the patient should not fall into three
common errors of thinking:
e That they must provide for all of the patient’s needs
e That the only needs the patient has are those that a physician can provide, that is, that nutrition, emotional
support, and the like are not the concern of the clinician

e That “follow-up” means care for acute problems and not continuous contact

c. Once the relationship has been established, and the patient understands his or her situation and is in stable con-
dition, you may extend the interval to every three months.

d. The subsequent visits should include:
e Blood tests:
Complete blood count every three months

CD4 cell count or total lymphocyte count (TLC) every six months (some use every three months for TLC)
Other examinations according to symptoms
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Step 7.

Divide the participants into small groups. Request that each group choose one person to read the case
study out loud and a person to record the group’s discussion and report to the larger group. Explain
that in this exercise, the groups will discuss the case studies, assess the information and come up with
a differential diagnosis for each case.

(20 minutes)

Bring the participants together and ask each recorder to present his or her group’s differential diagno-
sis and how they arrived at that diagnosis. Discuss each report, and answer any questions.
(20 minutes)

Step 8.

Discuss follow-up guidelines in their local situation:

When do you now schedule follow-up visits?

What is included in these visits?

What recommendations would you make to improve patient follow-up?
(10 minutes)
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Module A2

Managing Patients with HIV-Related Diseases

Session 1: Diagnosis of HIV-Related llinesses: A Brief Overview
This session gives a brief overview of HIV-related opportunistic infections and explains why people living with HIV/
AIDS are susceptible to them.

Session 2: Conditions of the Respiratory System

Participants learn about respiratory problems, including common etiological agents, clinical presentation, recommend-
ed diagnostics and common findings, management and treatment. Part One, Module 2, Session 10 discusses prophy-
laxis of opportunistic infections affecting the respiratory system.

Session 3: Tuberculosis: HIV-TB Interaction

Participants will learn about HIV and TB coinfection, including clinical presentation, recommended diagnostic labora-
tory and radiologic tests and common findings, management and treatment. Part One, Module 2, Session 10 discusses
prophylaxis of TB.

Session 4: Conditions of the Neurological System

Participants learn about neurological disorders related to HIV, including common etiological agents, clinical presenta-
tion, recommended diagnostics and common findings, management and treatment. This session will also cover the clin-
ical features, management and treatment of AIDS dementia complex, painful sensory and motor neuropathies, PML,
primary CNS lymphoma and neurosyphilis.

Session 5: Conditions of the Gastrointestinal System

Participants learn about chronic diarrhea and conditions of the gastrointestinal system, including common etiological
agents, clinical presentation, recommended diagnostics and common findings, management and treatment. This session
also discusses hepatitis.

Session 6: Conditions of the Lymph System
Participants learn about lymphadenopathy, including common etiological agents, the clinical presentation and diagnostic cri-
teria of persistent generalized lymphadenopathy (PGL) and features of lymph nodes that indicate further evaluation.

Session 7: Conditions of the Mouth and Throat

Participants learn about oral lesions, dysphagia and odynophagia, including common etiological agents, recommended

diagnostics, common findings, management and treatment.
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Session 8: Skin Conditions
Participants learn about skin lesions and infections, including common etiological agents, clinical presentation, man-
agement and treatment.

Session 9: Fever
Participants learn about fever, including common etiological agents, recommended diagnostics, common findings and

management and treatment of bacteremia/septicemia.

Session 10: Prophylaxis of Opportunistic llinesses
Participants will learn about prophylaxis for selected opportunistic infections.

Session 11: Diagnosis and Management of HIV-Related Cancers
Participants learn about the pathology, clinical features, management and treatment of Kaposi’s sarcoma (KS) and the
clinical features, treatment, and management of nonHodgkin’s lymphoma (NHL) and central nervous system (CNS)

lymphoma.
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TSR Diagnosis and Management of HIV-Related Illnesses: A Brief Overview

PURPOSE
This session gives a brief overview of HIV-related opportunistic infections (Ols) and explains why people living with HIV/
AIDS (PLHA) are susceptible to them.

OBJECTIVES:
By the end of this session, the participants will be able to:

1. Define the term opportunistic infection.

2. Describe why PLHA are susceptible to Ols.

3. Discuss the impact on disease progression of seeking care promptly.

4. Describe the correlation between CD4 cell count levels and opportunistic infections.
5. Name the general pathogens causing Ols.

TIME:
10 minutes

MATERIALS:
Chart: Chronology of HIV-induced disease correlated with time since infection
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Step 1. Explain the purpose and objectives of the session (see above).
Step 2. Present the general overview: 1-4 below.
Step 3. Show PowerPoint slide or overhead of “Chronology of HIV-induced disease correlated with time since

infection” from Session 5 and discuss: 5-7 below.

(10 minutes)

A. Brief overview

1. Definition of OI: infections caused by organisms that would not cause a disease in a person with a well-function-

ing immune system.

2. People with HIV/AIDS are especially susceptible to Ols. This is the result of:

a. Suppression of the immune system
b. Psychological stress, which can influence the immune system
c. Depletion of nutritional status

3. Coinfections with pathogens such as TB and malaria increase the HIV viral burden and thus accelerate the disease

progression. Therefore, preventing other infections such as STDs, malaria and TB can be of HIV-clinical benefit.

4. Uganda is an example of a country where high-quality HIV care services were offered early in the epidemic,
prior to the availability of ART. Providers in Uganda report that HIV-infected patients seek care promptly when
symptoms appear. As a result, many HIV-positive persons seem to be living well, despite a lack of access to ART.

. Many first learn they have AIDS through diagnosis with an OL

. The natural history of HIV involves a progressive loss of CD4 lymphocytes.

. As the CD4 level declines, the risk of contracting Ols increases.

. OIs may be bacterial, viral, fungal or protozoal.

O o0 NI O\ »n

. Figure A2, 1.1, below shows major causes of HIV-related diseases in selected African countries.
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ISR Conditions of the Respiratory System

PURPOSE
In this session, participants will learn about respiratory problems, including common etiological agents, clinical presenta-

tion, recommended diagnostics and common findings, management and treatment. Part A, Module A2, Session 10 dis-
cusses prophylaxis.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Describe the various etiological agents that cause respiratory infections.

. Describe the clinical presentation of each infection.

. List the recommended diagnostics and common findings for each infection.
. Discuss the treatment and management of respiratory infections.

“» AW N

. Make a differential diagnosis using the case study.

TIME:
80-105 minutes. Duration depends on which approach the presenter selects. Using the detailed chart, the session will last

105 minutes. Using the text that is less detailed and includes fewer etiologies, the session will last about 80 minutes.

PREPARATION:
1. Read note to trainer on page 3. If using the chart presented in step 3, prepare separate flip chart papers with the

following headings:
Tuberculosis bacterial pneumonia H. influenza PCP
2. Review case studies in preparation for small group work.
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview and the pathogens to consider in making a differential diagnosis of respiratory
problems: 1. a-b below.
(5 minutes)

1. Introduction
a. Overview
e Pulmonary involvement is among the most common complaints in AIDS patients. At least one-third of
patients have a cough lasting over one month at some time during the progression of the disease.

¢ Bacterial pneumonia and tuberculosis can occur early in the course of HIV infection at CD4>500.
® Pneumocystis carinii pneumonia (PCP) almost always occurs when the CD4<200.
¢ Toxoplasmosis, CMV and Mycobacterium avium complex (MAC) usually occur at CD4<100.
e In the advanced stages of the disease, there is often more than one pathogen.

b. The differential diagnosis includes the following pathogens:

® Mycobacterial infection: M. tuberculosis, M. avium complex
¢ Protozoal infection: Toxoplasmosis gondii
¢ Bacterial infection: Streptococcus pnewmoniae, Haemophilus influenzae, Staphylococcus aureus,

Moraxella cattharalis, Klebsiella pneumoniae, Pseudomonas aeruginosa
¢ Fungal infection: Pneumocystis carinii*, Penicillium marneffei, Cryptococcus neoformans,
Histoplasmosis, Coccidioidomycosis, Aspergillosis

¢ Helminthic infection: Strongyloides stercoralis, Paragonimus westermanii

Note to trainer: The following pages have two versions of the information on presenting symptoms and diagnostic
findings. One is a chart (step 3) that briefly summarizes this content in an easy-to-read format with a minimum of
details. The other version is the detailed content notes format used throughout this manual. You may prefer one
version over the other, depending on considerations of time, the amount of detail the audience needs, your comfort
with the format and so on.

You will find a case study included at the end of this session. We recommend that participants use algo-

rithms from Appendix A as they work on it.
Also, note that you will find the detailed content notes for tuberculosis in a separate session (Part A,
Module 2, Session3).

* Pneumocystis carinii is now referred to by some as pneumocystis jiroveci. PCP is still used.
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview and the pathogens to consider in making a differential diagnosis of respiratory
problems: 1. a-b below.
(5 minutes)

When using the detailed Table A2.2.1

|
Step 3. A. Place the prepared flip chart papers on a wall.
Invite the participants to list the presenting symptoms for each of the four pathogens listed on the
flip chart papers under the appropriate heading.
Discuss the differences between the clinical presentation of each infection, and add any they may
have missed.
B. Review the diagnostics for each.
C. Review the management of each condition.

D. Discuss the unique features and caveats for each pathogen.

(60 minutes)
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MODULE 2

If not using the table above, follow steps 1 and 2 at the beginning of the session and then continue with the follow-
ing steps:

|
Step 4. Ask the participants to describe the signs and symptoms (clinical presentation) of bacterial pneumo-
nia. Write these on a flip chart. Add any symptoms they may have missed from the list 2. a below.

Step 5. Go over the diagnostics and common findings, management, treatment and prevention: 2. a below.
(10 minutes)

2. Respiratory problems
a. Bacterial pneumonia
e Common etiological agents: Streptococcus pneumoniae
e Clinical presentation: Abrupt onset with fever, cough, production of purulent sputum, dyspnea and
pleuritic chest pain (exacerbated by breathing). Night sweats and chest
pain might also be presenting symptoms.

® Recommended diagnostics: Chest x-ray, blood culture, FBC, Gram stain of sputum, sputum culture
and sensitivity (C&S).
e Common findings: X-ray may show pneumonic consolidation, infiltrates or pleural effusions.

Leukocytosis blood cultures may be positive.
e Management and treatment:
Cefotaxime 2 gm IV q6h
Ceftriaxone 2 gm/day IV
Amoxicillin 750 mg PO tid
Fluoroquinolone:
Levofloxacin 500 mg PO/IV qd;
gatifloxacin 400 mg PO/IV qd;
moxifloxacin 400 mg PO/day
Where S. pneumonia is not resistant to penicillin, give 4 to 6 million units of procaine penicillin G in 2 to
4 IM injections.
Alternative treatment:
Macrolide (azithromycin clarithromycin, erythromycin)
Vancomycin
e Comments: Amoxicillin is the drug most likely to be used in resource-constrained countries
Rates of resistance are increasing. Strains highly resistant to penicillin should be treated
with vancomycin or newer quinolones. Some quinolones might not be available in
some locations.

If pneumonia fails to respond to standard antibiotics, consider other diseases, like tuberculosis.

|
Step 6. Ask participants to describe the signs and symptoms (clinical presentation) of Haemophilus influenzae

pneumonia. Write these on a flip chart. Add any symptoms they may have missed from the list 2. b below.

Step 7. Go over the diagnostics and common findings, management, treatment and prevention. 2. b.
(10 minutes)
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b. Pneumonia: Haemophilus influenzae

e Common etiological agents H. influenzae

e Clinical presentation: Fever, cough, purulent sputum, dyspnea, bronchopneumonia

e Recommended diagnostics: Chest x-ray, FBC, Gram stain of sputum

e Common findings: X-ray may show pneumonic consolidation, infiltrates or pleural effusions
Leukocytosis

Blood cultures may be positive

e Management and treatment: Cefuroxime
Alternative regimens: TMP-SMX, Cephalosporins (2nd and 3rd generation) or
fluoroquinolones

e Comments: H. influenzae vaccine not indicated in adults—most H. flu in patients with
HIV is atypical

|
Step 8. State that PCP is the most frequently identified serious OI in HIV disease. Ask the participants to
describe the signs and symptoms (clinical presentation) of PCP. Write these on a flip chart. Add any
symptoms they may have missed from the list 2. c. below.
(5 minutes)

Step 9. Go over the recommended diagnostics and common findings and discuss management, treatment and
primary prophylaxis. 2. c.
(10 minutes)

c. Pneumocystis carinii pneumonia (PCP) or pneumocystis jiroveci

e Common etiological agent: Pneumocystis carinii

e Clinical presentation: Dry cough, progressive shortness of breath, fever and few chest signs. The
patient becomes increasingly ill as disease slowly progresses, with fever, severe
dyspnea, hypoxia and maybe confusion and delirium. Signs of pneumonitis
develop on chest x-ray.
Presentation is nonspecific and insidious.

¢ Recommended diagnostics: Induced sputum, broncho-alveolar lavage or biopsy
When these investigations are unavailable, diagnosis depends on the clinical
and chest x-ray findings

e Common findings: Definitive diagnosis rests in finding cysts in induced sputum, broncho-alveolar
lavage or biopsy specimens. Whenever possible, make attempts to identify the
organisms.
Chest x-ray shows bilateral diffuse lace-like interstitial infiltrates extending
from the perihilar region. In some cases, the x-ray may be completely normal.

e Management and treatment:

Treatment: TMP-SMX 15 mg/kg/day (trimethoprim) PO or IV x 21 days + PO2 < 70 mm
Hg or A-a gradient > 35 mm Hg: prednisone 40 mg bid x 5 days, then 40 mg/
day x 5 days, then 20 mg/day to completion of treatment.

Alternative Treatments: e TMP 15 mg/kg/day PO + dapsone 100 mg/day x 21 days
e Pentamidine 4 mg/kg/day IV x 21 days
¢ Clindamycin 600 mg IV g8h or 300-400 mg PO g6h + primaquine 15-30

mg base/day x 21 days
e Atovaquone 750 mg PO bid with meal x 21 days
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e Comments: PCP is the most frequently identified serious OI in HIV disease

Treatment is effective, but early recognition and treatment are important

because of acute morbidity and mortality. More common in western countries.

Step 10.

Ask the participants to break into small groups (5-6 in a group). Have the groups select someone to
report back. Distribute copies of the case study. Explain that they are to discuss the case and answer
the questions given.

Instruct participants to refer to the algorithm from the Appendix, as needed, to determine how to
manage the case.

(20 minutes)

Reconvene the group and ask a representative from each group to report on their discussion and give
their answers to the questions, with the rationale behind their thinking. Discuss their answers and add
any information from your answer sheet (see below).

(20 minutes)

\_____________________________________________________________________________________________|

Case study: patient with respiratory symptoms
A 40-year-old businessman is complaining of fever, dry cough and shortness of breath since ten days. He was
diagnosed with HIV infection eight years ago. He is married and has three children. His wife and children are
healthy. The wife was tested for HIV infection three years ago and found to be HIV negative. He was success-
fully treated for pulmonary tuberculosis four years ago. One year ago he had a medical checkup in Europe. His
CD4 lymphocyte count was found to be 80 x109/1 and his viral load 100,000 copies/ml plasma. Cotrimoxazole
and a triple combination therapy was prescribed: zidovudine + lamivudine + efavirenz. He started this treatment
but stopped taking drugs three months later because of financial difficulties. His doctor gave him amoxicillin
and erythromycin because of his cough, with no improvement. Because of severe shortness of breath, he is hos-
pitalized. His temperature is 37.8 °C. Lung auscultation is normal. A chest x-ray shows a bilateral interstitial
shadowing (slide).

What is the most likely diagnosis?

What further investigations would you perform ?
What are this patient’s needs?

What to offer?
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- _______________________________________________________________________________|
Case study (patient with respiratory symptoms)—Answers
Most likely diagnosis
This patient has a very low CD4 lymphocyte count and is therefore at risk for serious opportunistic infections.
The symptoms and signs, his x-ray findings, and the fact that he stopped taking cotrimoxazole all indicate PCP.
A reactivation of his TB or a reinfection with TB is possible, but less likely.

Investigations to perform
If a bronchoscopy can be performed, you should perform a broncho-alveolar lavage to confirm the diagnosis of
PCP. You could also try to obtain expectorations by an induced sputum method. You should certainly also exam-

ine broncho-alveolar lavage fluid or sputum for acid fast bacilli.

Patient’s needs — What to offer?

Medical care

This patient should be started on high doses of cotrimoxazole (trimethoprim 15 mg/kg/day + sulfamethoxazole
75 mg/kg/day IV initially); later po for three weeks (in 3-4 divided doses), initially with corticosteroids and oxy-
gen, if available. After disappearance of the pulmonary symptoms, consider antiretroviral treatment. He certainly

has to continue cotrimoxazole as maintenance treatment to avoid recurrent PCP.

Psychosocial support
This patient may panic because of his severe shortness of breath. He may be afraid of dying. You should explain
that with adequate treatment his pulmonary infection can be cured and that he will be able to return home. You

should tell his wife and children that his pulmonary infection is not contagious.

Socioeconomic support

This patient’s family budget is probably too small to afford ART. You can, however, advise this family to use the
family budget in an optimal way. For example, the medical checkup in Europe one year earlier was probably
unnecessary and very expensive. Buying antiretrovirals in Europe is very expensive. Maybe there is an organiza-
tion in Africa that provides triple therapy at a much lower price. His wife is not currently working. Maybe she

can try to find a job or some other family members could help to provide money for treatment.

78



PART A: MODULE 2

IS E] Tuberculosis: HIV-TB Interaction

PURPOSE
In this session, participants will learn about HIV and TB coinfection, including clinical presentation; recommended diag-

nostic tests and radiology; and common findings, management and treatment.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Describe the interaction between HIV and TB and how it is manifested.

2. Describe the clinical presentation of TB and the most important signs and symptoms to look for.

3. List the recommended diagnostics and common findings.

4. Describe the treatment and management of HIV-positive patients with TB, including drug regimens and how to
monitor during treatment.

W

. Discuss treatment approaches and strategies, including directly observed treatment strategies (DOTS).
6. Discuss ART for individuals with TB coinfection.

TIME:
1 hour and 15 minutes
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|

Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview on HIV-TB interaction and coinfection: 1.a below.
(7 minutes)

1. Tuberculosis: HIV-TB interaction and coinfection
a. Overview:

® Most common cause of death in people with HIV worldwide

e HIV infection increases the likelihood that new infection with M. tuberculosis (due to immune suppression)
will progress rapidly to TB disease.

e HIV is the most potent factor known to increase risk of progression from M. tuberculosis infection to dis-
ease.

e Among HIV-infected individuals, lifetime risk of developing active TB is 50 percent, compared to 5-10 per-
cent in persons who are not HIV-infected.

e In a person infected with HIV, the presence of other infections, including TB, allows HIV to multiply more
quickly. This may result in more rapid progression of HIV infection.

e HIV-related TB can present typical or atypical clinical and/or radiological features. Atypical features are usu-
ally found in HIV-infected individuals with severe immunosuppression.

e Initial signs of TB disease may become apparent at any time during the evolution of HIV-infection.

e Can come well before other manifestations of HIV infection or after patient has become symptomatic

® May be pulmonary or extra-pulmonary
¢ Pulmonary TB is most common form—presentation depends on degree of immunosuppression:

With mild immunosuppression:
e Chest x-ray (CXR) typically shows upper lobe and or bilateral infiltrates, cavitation, pulmonary
fibrosis, and shrinkage.
¢ Clinical picture often resembles post-primary pulmonary TB (PTB), and sputum smear is usually positive.
In severely immunosuppressed patient, the features are atypical, resembling that of primary PTB:

e Sputum smear often negative

CXR shows interstitial infiltrates, especially in lower zones, with no features of cavitation and fibrosis.

CXR may look exactly like that in bacterial pneumonia.

In the setting of an HIV epidemic, it is not possible to look at a CXR and say this is or is not TB.

¢ Disseminated and extrapulmonary TB is more common in advanced HIV infection because the immune sys-
tem is less able to prevent growth and local spread of M. tuberculosis.
e Unilateral or bilateral infiltrates in the lower lobes are seen more often than upper lesions and cavities.
® Most common forms are lymphadenitis, pleural effusion, pericarditis, miliary disease and meningitis.

|
Step 3. Ask the participants to describe the signs and symptoms (clinical presentation) of TB. Write these on a
flip chart. Add any symptoms they may have missed from the list 2.a below.
Then ask: “What questions should the medical provider always ask when taking a history?” For the
answer, see 2.b below.

(5 minutes)
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2. Clinical presentation

a. Signs and symptoms

The most important symptoms are:
e Cough lasting more than three weeks and not responding to usual antibiotic treatment
e Production of purulent, sometimes blood stained sputum
¢ Evening fevers
¢ Night sweats
e Weight loss

b. What to ask in taking a history:
e Always ask about history of contact with a chronically coughing person
e Always ask a “new” patient if he or she has ever been treated for TB

|
Step 4. Ask participants to describe what diagnostics should be performed to rule out TB, and write these on
a flip chart. Add any they have missed from the list in 3.a below. Ask them to describe the protocol
for collecting sputum samples, and discuss false negative reports.
Discuss the common x-ray findings of a TB-infected person: 3.b below.
(10 minutes)

3. Diagnostic tests
a. Microscopic examination of specimen of sputum that has been stained by the Ziehl-Neelsen (ZN) method

e A PTB suspect should submit three sputum samples for microscopy:
Sample 1:  On first visit, the patient should provide an on-the-spot sputum sample.
Sample 2:  Give the patient a sputum container to take home for an early morning sample on the follow-

ing day (that is, on day two).

Sample 3:  On day two, when the patient brings in sample two, he or she provides another on-the-spot sample.

e An inpatient can provide three early morning sputum samples.

¢ False negative reports: A PTB suspect with three negative ZN sputum smears may not have TB at all, because

the sample may be inadequate or there may have been faulty smear preparation or interpretation.

b. Radiology
e If TB is still suspected despite negative smears, you should do a chest x-ray. The classical pattern is upper
lobe infiltrates with cavitation.
e However, no chest x-ray is very typical of PTB patients with HIV infection. In severe immunosuppression, the
appearance is often atypical, as described above.

Step 5. Describe the treatment, monitoring, treatment approaches and strategies, and the WHO-recommended

treatment regimen: 4. a-f below.

(15 minutes)
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4. Treatment

82

a.

HIV-infected patients should be treated according to national guidelines and in cooperation with local authori-

ties such as the District Medical Officer (DMO) and the District TB supervisor. Register patients so that there

can be correct follow-up.

. Aims of treatment are to:

Cure the patient of TB

Prevent death from active TB or its late effects
Prevent TB relapse

Decrease TB transmission to others

Drug regimens

e Initial phase—first two-three months

During the initial phase, there is rapid killing of TB bacilli.

Three or more drugs are used in combination

Infectious patients become noninfectious within about two weeks, and symptoms usually improve.
¢ Continuation phase—additional four-six months

Fewer drugs are necessary (usually two), but for a longer time.

These drugs eliminate the remaining bacilli.

. Monitoring during treatment

Bacterial monitoring is possible only for patients with smear positive PTB
Do sputum smear exam as follows:

e At the time of diagnosis

e At the end of initial phase

e During the continuation phase—at the end of month five

¢ On completion of treatment—month six or eight

¢ Using chest x-rays as a monitoring tool is unnecessary and wasteful.

Treatment approaches and strategies

Directly observed treatment, short course (DOT)
It is hard to adhere to anti-TB treatment for 6-8 months or more.
It is also hard to predict which patient will adhere to self-administered treatment.
One certain way to ensure patient adherence is through DOT, where a trained supervisor watches the patient
swallow the drugs.
Basic principles of DOT:
¢ For patients who need admission, start DOT right away and have nursing staff supervise.
e For patients requiring no admission or for discharged patients, DOT may be supervised by staff of a
nearby health facility, a trained community health worker or a trained family member.
Directly Observed Treatment Strategy (DOTS)
DOTS is a strategy for TB control that aims to detect 70 percent of active TB cases and to successfully treat
85 percent of them. The essential features of DOTS include:
e Government commitment to sustained TB control activities
e Case detection by sputum smear microscopy among symptomatic patients self-reporting to health services
e Directly observed, standardized treatment regimen of six to eight months
¢ Efficient information systems for monitoring and reporting treatment outcomes
e A regular, uninterrupted supply of all essential anti-TB drugs
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Table A2, 3.1: WHO-Recommended TB Treatment Regimen for Each Treatment Category

Alternative TB Treatment Regimens

Treatment Patients Initial Phase Continuation Phase
Categor (Daily or 3 times/wk)
| New smear-positive PTB; new smear-negative PTB 2 EHRZ (SHRZ) @ 6 HE
with extensive parenchymal involvement; new 2 EHRZ (SHRZ) 4 HR
cases of severe forms of extra-pulmonary TB 2 EHRZ (SHRZ) 4 H3R3b
Il Previously treated smear-positive PTB: 2 SHRZE/1 HRZE 5 H3R3E3
relapse 2 SHRZE/1 HRZE 5 HRE
treatment failure
treatment after interruption
11l New smear-negative PTB (other than category I); | 2 HRZ 6 HE
new, less-severe forms of extra-pulmonary TB 2 HRZ 4 HR
2 HRZ 4 H3R3
1\ Chronic case (still sputum positive after super- NOT APPLICABLE: refer to WHO guidelines for use of second-line drugs in spe-
vised re-treatment) cialized centers

Note: Some authorities recommend seven-month continuation phase with daily isoniazid and rifampicin (7HR) for Category 1 patients with various forms of disease: TB men-

ingitis, military TB and spinal TB with neurological signs.

Examples:

a. 2 HRZE / 6 HE: This is a common regimen. The initial phase is 2 HRZE. The duration of the phase is two months. Drug treatment is daily (no subscript number, e.g., 3, after
the letters), with isoniazid (H), rifampicin (R), pyrazinamide (Z) and ethambutol (E). Alternatively, streptomycin (S), isoniazid (H), rifampicin (R) and pyrazinamide (2).
The continuation phase is 6 HE. The duration of the phase is six months. Drug treatment is daily, with isoniazid (H) and ethambutol (E).

b. 4 H3R3: In some countries, resources are available to provide rifampicin in the continuation phase as well as in the initial phase.
The initial phase is 2 H3R3Z3E3. The duration of the phase is two months. Drug treatment is three times per week (subscript number 3 after the letters). The continuation
phase is 4 H3R3. The duration is four months, with izoniazid and rifampicin three times per week (subscript number 3 after the letters).

WHO 1997.

|
Step 6. Ask the participants to describe the national treatment guidelines in their country. Then ask and dis-
cuss the following questions:

¢ Do the guidelines vary from the above?

® Do you have easy access to a laboratory? Radiology facilities?

e Are the drugs always available?

e What adherence-to-treatment problems do you encounter?

® Do you have a DOTS program in your area?

(10 minutes)

Step 7. Give the information on TB and HIV coinfection and discuss the WHO-recommended ART regimen:
5. a below.

(10 minutes)
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5. Antiretroviral therapy for individuals with tuberculosis coinfection
a. WHO recommendations for ARV therapy

e WHO recommends that people with TB/HIV complete their TB therapy before beginning ARV treatment,
unless there is high risk of HIV disease progression and death during the period of TB treatment (for exam-
ple, a CD4 count <200/mm3 or the presence of disseminated TB).

e In cases where a person needs TB and HIV treatment concurrently, first line treatment options include ZDV/
3TC or d4T/3TC plus either an NNRTI or ABC. (Note: Subsequent research does not support this regimen.
According to current research, the option of 2 NRTIs and a ritonavir-enhanced PI or nelfinavir should not be
used as a first choice. Such a regimen should only be used if a NNRTI regimen is not indicated, for example,
in the case of an HIV-2 infection or if a patient presents with side effects to EFZ or NVP.)

e If an NNRTI-based regimen is used, EFZ would be the preferred drug, as its potential to aggravate hepato-
toxicity of TB treatment appears less than with NVP. However, you need to increase to 800mg/day. In patients
who weigh less than 50kg, 800mg might be too much to tolerate and the dose need not be increased.

e Except for SQV/r, PIs are not recommended during TB treatment with rifampicin because of interactions with
the latter drug.

Table A2, 3.2: Antiretroviral Therapy for Individuals with
Tuberculosis Coinfection

Antiretroviral Therapy for Individuals with Tuberculosis Coinfection

CDA4 cell count Recommended regimen Comments
CD4 < 200 mm? EFV-containing regimens ><¢, Recommend ART. EFV is contraindi-
cated in pregnant women or women
Start TB treatment. Start ART as soon of childbearing potential without
as TB treatment is tolerated (between 2 effective contraception.
weeks and 2 months)?.
Consider ART.
CD4 200-350mm? Start TB treatment. Start one of the
regimens below after the initiation
phase (start earlier if severely
compromise).
EFV-containing regimens b or NVP-
containing regimens in case of rifampi-
cin-free continuation phase TB
treatment regimen.
CD4 > 350mm? Start TB treatment. Defer ART®
CD4 not available Start TB treatment. Consider ART>f

o

Timing of ART initiation should be based on clinical judgement in relation to other signs of immunodeficiency (Table A). For extra-
pulmonary TB, ART should be started as soon as TB treatment is tolerated, irrespective of CD4 cell count.

S

Alternatives to the EFV portion of the regimen include: SQV/RTV (400/400 mg bid), SQV/r (1600/200 mg qd in sgc), LPV/RTV
(400/400 mg bid) and ABC.

(o]

NPV (200 mg qd for two weeks followed by 200 mg bid) may be used in place of EFV in absence of other options. NVP-containing
regimens include: d4T/3TC/NVP or ZDV/3TC/NVP.

o

EFV-containing regimens include d4T/3TC/EPV and ZDV/3TC/EPV.

o

. Unless non-TB Stage IV conditions are present (Table A). Otherwise start ART upon completion of TB treatment.

-

If no other signs of immunodeficiency are present and patient is improving on TB treatment, ART should be started upon comple-
tion of TB treatment.

WHO 2003
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Step 8. Discuss the coordination between the HIV and TB programs in your country and how this might be
improved.
(10 minutes)

Step 9. Discuss prevention: 6. a-c below. Tell them that Session 10 of Module 2 will discuss prophylaxis in

more detail.
(5 minutes)

6. TB Prevention

a. Evidence shows that TB preventive therapy among HIV-infected people is effective.

b. Can be given to those people with HIV who have been screened to exclude active TB, who are PPD positive
(Mantoux test 25mm), who have not been BCG vaccinated and who have a high TB risk

c. In a setting where doing a PPD skin test is not practical, consider TB prophylaxis for the following individuals,
if they are HIV-infected:
e Individuals living in population with high prevalence for TB infection (>30 percent)
e Health care workers
¢ Household contacts of TB patients
e Prisoners
e Miners

e Other selected groups at high risk for acquisition or transmission of TB

7. Prophylaxis: See Part A, Module 2, Session 10.
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TN  Conditions of the Neurological System

PURPOSECONDITIONS OF THE NEUROLOGICAL SYSTEM

In this session, participants will learn about neurological disorders related to HIV, including common etiological agents,

clinical presentation, recommended diagnostics and common findings, management and treatment. This session will also
cover the clinical features, management, and treatment of AIDS dementia complex, painful sensory and motor neuropa-
thies, PML, primary CNS lymphoma and neurosyphilis.

OBJECTIVES:

By the end of this session, participants will be able to:

1. Describe the various etiological agents that cause neurological disorders.

. Give key points when taking a history.

. Describe the clinical presentation of each disorder.

. List the recommended diagnostics and common findings for each disorder.
. Discuss the treatment and management of neurological disorders.

. Discuss preventive measures.

NN v AW

. Make a differential diagnosis using a case study approach.

TIME:
2 hours

PREPARATION:

1. Read note to trainer on page 2. If using the table presented in step 3, prepare separate flip chart papers with the fol-
lowing headings:

Cerebral Toxoplasmosis Bacterial Meningitis
Cryptococcal MeningitisCMV

PML Primary Central Nervous
Lymphoma AIDS Dementia Complex
Neurosyphilis

Painful Sensory & Motor Peripheral Neuropathies
2. Review case study in preparation for small group work.
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview and the pathogens to consider in making a differential diagnosis of neurological
disorders: 1. a-b below.
(5 minutes)

1. Introduction
a. Overview
e Reported incidence of neurological abnormalities on clinical examination varies greatly, from 16 percemt to
72 percent among hospitalized patients.
e A wide range of neurological manifestations is reported: cognitive defects, focal deficits such as hemiplegia
and acute peripheral facial palsy, painful feet syndrome, encephalopathy and so on
e Some of these manifestations are caused directly by HIV itself; others result from Ols caused by different
pathogens or drugs.
b. The differential diagnosis of Ols involving the brain includes the following pathogens:

e Protozoal infection: Toxoplasmosis gondii

e Mycobacterial infection: M. tuberculosis

¢ Fungal infection: Cryptococcus neoformans, Candida species (rare)

¢ Viral infection: Cytomegalovirus, Herpes simplex virus, Varicella zoster virus, JC virus (PML)

Note to trainer: The following pages have two versions of the information on presenting signs and symptoms and
diagnostic findings. One is a table (step 3) that briefly summarizes this content in an easy-to-read format, with a
minimum of details. The other version is the detailed content notes format that we have been using throughout this
manual. You may prefer one version over the other, depending on considerations of time, the amount of detail the
audience needs, your comfort with the format and so on.

You will find a case study included at the end of this session. We recommend that participants use algorithms from

Appendix A as they work on it.

When using the detailed Table A2.4.1:

|
Step 3. A. Place the prepared flip chart papers on a wall.
Invite the participants to list the presenting symptoms for each of the four pathogens listed on the
flip chart papers under the appropriate heading.
Discuss the differences between the clinical presentation of each infection, and add any they may
have missed.
B. Review the diagnostics for each.
C. Review the management of each condition.
D. Discuss the unique features and caveats for each pathogen.
(60 minutes)
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|
Step 4. Ask participants to describe the signs and symptoms (clinical presentation) of cerebral toxoplasmosis.
Write these on a flip chart. Add any symptoms they may have missed from the list in 2. a below.
(5 minutes)

2. Neurological conditions
a. Cerebral Toxoplasmosis
e Common etiological agent: Toxoplasma gondii
e Clinical presentation: Headache, fever, confusion, focal neurological signs (e.g., hemiplegia, seizures)

Step 5. Go over the recommended diagnostics and common findings, management and treatment. Then dis-

cuss primary prophylaxis. Summarize with the comments given at the end.
(10 minutes)

¢ Recommended diagnostics: Where available, a CT scan or MRI Toxoplasma IgG titers
In a resource-constrained setting, you can make diagnosis on the basis of clini-
cal symptoms. (An HIV-infected individual presenting with headache, fever,
focal neurological signs and normal CSF finding may be put on treatment for
toxoplasmosis.)

e Common findings: CT scan or MRI will show lesions in the cerebral hemispheres

¢ Management and treatment:

Start anti-convulsant treatment: Epanutin 50-100 mg bid or tid or tegretol 100-200 mg bid or tid (to be started

only if the patient has convulsion)

Treatment for acute phase: Pyrimethamine 100-200 mg loading dose, then 50-100 mg/day po + folinic (or
folic) acid 10 mg/day po + sulfadiazine 1-2 g qid for at least six weeks
OR trimethoprim/sulfamethoxazole (10/50mg/kg daily) for four weeks

OR clindamycin (600mg tid) + pyrimethamine 100mg daily loading dose fol-
lowed by 50 mg daily + folinic acid 10 mg daily

Preferred regimen for suppressive
therapy required after a patient

has had toxo: Pyrimethamine 25-75 mg po qd + folinic acid 10 mg qd + sulfadiazide 0.5-1.0
gm po qid
If allergic to sulfa: Give dapsone po 100 mg po once daily or clindamycin IV (or oral) 600 mg qid

or atovaquine 750 mg po qid
Provide physiotherapy, as necessary

e Preventive measures: Avoid eating raw meat and exposure to cats, if possible.

Diminish risk of transmission by cooking meat adequately and washing veg-
etables and fruit carefully before eating.

e Comments: Cerebral toxoplasmosis is one of the most common HIV-related neurological

complications. If patient does not receive maintenance therapy, cerebral toxo-
plasmosis will recur.
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Step 6. Ask participants to describe the signs and symptoms (clinical presentation) of cryptococcal meningitis.
Write these on a flip chart. Add any symptoms they may have missed from the list in 2. b below.
(5 minutes)

b. Cryptococcal meningitis
e Common etiological agent: Cryptococcus neoformans

e C(Clinical presentation: Presentation is nonspecific at the beginning and possibly for more than one
month in 87-90 percent of cases.
Headache is secondary to fungal accumulation and has periods of exacerba-
tion and remission until it becomes continuous. Fever, malaise and nuchal pain
signify a worse prognosis; nausea, vomiting and altered mental status occur in
terminal stage. Extraneural symptoms include skin lesions, pneumonitis, pleu-
ral effusions and retinitis.

Step 7. Review the recommended diagnostics and common findings, management and treatment. Summarize

with the comments given at the end.
(10 minutes)

e Diagnostic tests: India ink staining of spinal fluid; test spinal fluid and/or serum for cryptococ-
cal antigen.
CSF-CRAG is positive in over 90 percent of cases.

e Management and treatment:

Preferred regimen: Amphotericin B 0.7 mg/kg/day IV, + flucytosine 100 mg/kg/day po for 14 days,
followed by fluconazole 400 mg/day for 8-10 weeks. Finally, maintenance
therapy with Fluconazole 200mg/day for life, or after immune system recovery.
(Note: Amphotericin B + flucytosine is superior to amphotericin B alone in
preventing relapse, but it does not improve immediate outcome. There may
be no need for flucytosine in patients with anticipated response to ART.)

Alternate regimen: Amphotericin B 0.7 mg/kg/day IV + flucytosine 100mg/kg/day po x 14 days,
followed by itraconazole 200mg bid for 8 weeks

Fluconazole 400 mg/day po for 8 weeks, followed by 200 mg once daily

Itraconazole 200 mg po tid for 3days, then 200 mg po bid for 8 weeks, after
initial treatment with amphotericin

Fluconazole 400 mg/day po + flucytosine 100 mg/kg/day po

e Comments: Cryptococcal meningitis is the most common life-threatening AIDS-related
fungal infection (after PCP). Untreated, the disease runs a slowly progressive
and ultimately fatal course. Patients with persistently high intracranial pressure
may require daily lumbar punctures (spinal taps). Some recommend removal
of 30 ml daily in cases where actual pressure cannot be measured. If daily
lumbar punctures are required for longer than two to three weeks, it may be
necessary to transfer the patient to a setting where a shunt can be placed.

Patients who have completed initial therapy for cryptococcosis should receive
lifelong suppressive treatment (that is, secondary prophylaxis or chronic
maintenance therapy, preferably fluconazole 200mg/day) unless immune
reconstitution occurs as a consequence of ART.
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Step 8. Ask participants to describe the signs and symptoms (clinical presentation) of bacterial meningitis.
Write these on a flip chart. Add any symptoms they may have missed from the list in 2. ¢ below.
(5 minutes)

c. Bacterial meningitis
e Common etiological agents: Strep pnewmoniae, Neisseria meningitis

e Clinical presentation: Fever, headache, stiff neck, vomiting, malaise, irritability, drowsiness, coma
May be preceded by a prodromal respiratory illness or sore throat

Step 9. Go over the recommended diagnostics and common findings, management, treatment and prevention.

Summarize with the comments below.

(5 minutes)

e Recommended diagnostics: Cerebrospinal fluid (CSF) examination
Full blood count, blood C&S

e Common findings: Leukocytosis; cerebrospinal fluid shows increased pressure, cell count (100
-10,000/mm?), and protein (>100 mg/dl) and decreased glucose (<40 mg/dl
or <50% of the simultaneous glucose blood level) Gram-stained smear of the
spun sediment of the CSF can reveal the etiologic agent.

® Management and treatment: Penicillin (24 million units daily in divided doses every 2-3 hours) or ampicil-
lin (12 gr daily in divided doses every 2-3 hours) or Chloramphenicol (4 to 6
grams IV/day). Continue treatment for 10 to 14 days.
Crystalline penicillin (2-3 mega units) and chloramphenicol (500-750 mg, 6
hourly for 10-14 days).

¢ Prevention: Cotrimoxazole (trimethoprim [TMP] 160mg), sulfamethoxazole (SMX) 800mg
once daily, (equivalent to one double strength or two single strength tablets a day)
If CD4 count less than 200/mm3 or, where CD4 cell counts are not available,
symptomatic HIV infection meeting criteria for WHO Stage II, III or IV disease

e Comments: Often encountered during late stages of HIV disease. Prompt diagnosis and

aggressive management and treatment ensure a quick recovery.

Step 10. Ask participants to describe the signs and symptoms (clinical presentation) of cytomegalovirus. Write

these on a flip chart. Add any symptoms they may have missed from the list in 2. d below.
(5 minutes)
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d. Cytomegalovirus (CMV)
e Common etiological agent: Cytomegalovirus

e Clinical presentation: Retinitis, characterized by creamy yellow white, hemorrhagic, full-thickness
retinal opacification, which can cause visual loss and lead to blindness if
untreated; patient may be asymptomatic or complain of floaters, diminished

acuity or visual field defects. Retinal detachment, if disease is extensive.

Gastrointestinal symptoms: diarrhea, colitis, esophageal ulceration appear in
12-15 percent of patients.

Neurological symptoms, for example, encephalitis, respiratory symptoms and

pneumonitis present ~1 percent.

|
Step 11. Go over the recommended diagnostics and common findings, management and treatment. Summarize
with the comments below.
(5 minutes)

e Recommended diagnostics: Fundoscopic exam to check for changes. Consult an ophthalmologist.
Upper GI (UGI) endoscopy, when indicated.

e Common findings: Although any part of the retina may be involved, there is a predilection for the
posterior pole; involvement of the optic nerve head and macula region is common.
Characteristically, this involves the retinal vessels, which are always abnormal in
areas affected by retinitis. There is minimal or no accompanying uveitis.

® Management and treatment: Foscarnet 60 mg/kg IV q8h or 90 mg/kg IV q12h for 14-21 days; ganciclovir
Smg/kg IV bid for 14-21 days
Patients without immune recovery will need to be on maintenance therapy life-
long for retinitis.

Extraocular: ganciclovir and/or foscarnet

e Comments: Rare but devastating illness in resource-poor settings. Treatment is very
expensive and usually not available. CMV management needs special care.
Therefore, early referral is essential.

Step 12. Introduce ADC/HAD and describe the key history points: 2. e below.
(5 minutes)

97



HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

e. AIDS dementia complex (ADC) (HIV-associated dementia [HAD])

e Presentation
e Feature distinguishing ADC from other dementias is its subcortical cluster of symptoms
e Patient may complain of slowed mental processing, with diminished concentration and memory, and gen-
eral lethargy.
¢ Key history points:
e Carry out a detailed mental assessment
e Be sure to begin by using open-ended questions in making a mental assessment
e Start by explaining why you are asking these questions:
Say something like “In order to assess your medical condition, we need to see how you are doing in
terms of memory and problem solving, since memory is sometimes affected in people with certain
diseases.”
e Ask the patient such questions as:
“Please tell me how your memory has been...how you’ve been doing at remembering things day to
day.”
“What has changed in the recent past about how you manage to remember things—are you using
different strategies, methods, etc.?”
¢ Depending on responses to the previous questions, ask all or some of the following questions:
“Do difficult tasks take you longer to complete?”
“Do you lose track of the conversation?”
“Do you have trouble keeping your balance?”
“Do you have tremors when you try writing?”
e Listen to accounts of relatives and associates. (This is especially important in early cases.)

Step 13. Ask the participants to describe the clinical presentation of AIDS dementia complex. Write these on a

flip chart. Add any symptoms they may have missed from the list below.
(5 minutes)

e Clinical features: Patient is afebrile; presents with a triad of cognitive, behavioral and motor dysfunction
e Cognitive dysfunction: ~ Forgetfulness
Loss of concentration
Mental slowing down

Reduced performance of complex mental activities

Behavioral symptoms: Apathy
Reduced spontaneity and emotional responsivity
Social withdrawal
Depression, irritability or emotional lability

e  Motor dysfunction: Loss of balance and coordination
Clumsiness and leg weakness
Paraplegia
e In late stages: Speech deterioration—possible progression to mutism

Bedridden, with indifference to their illness or surroundings
Bladder and bowel incontinence

Consciousness usually preserved, with occasional excessive sleep
Unpredictable course, with many fluctuations

Death usually results from aspiration pneumonia or an opportunistic infection
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Step 14. Describe the diagnostic workup with common findings, the management and treatment. Summarize

(10 minutes)

with the comments below.

MODULE 2

¢ Diagnostic workup: Diagnosis is based primarily on clinical presentation.

e CT scan/MRI:

e CSE:*

e Other diagnostic
tests:

*CSF Normal Values
1. Normal values:

Location—diffuse, deep white matter hyperintensities
Sites—variable

Enhancement—negative

Atrophy—prominent

No mass effect

Normal—30-50 percent of patients
Protein—increased in 60 percent of patients
WBC—increased in 5-10 percent (monos) of patients
Beta-2 microglobulin elevated (>3 mg/L)
Neuropsychological tests show subcortical dementia
Mini-mental exam is insensitive

Protein: 14-45 mg/dl; traumatic tap: 1 mg/1000 RBCs
Glucose: 40-80 mg percent or CSF/blood glucose ratio>0.6
Leukocyte counts: <5 mononuclear cells/mL; 5-10 is suspect; I PNM
Bloody tap — 1 WBC/700 RBC
Opening pressure: 80-200 mm H20
2. CSF analysis in asymptomatic HIV-infected persons shows that 40-50 percent have elevated protein and/or
pleocytosis (>5 mononuclear cell/mL); the frequency of pleocytosis decreases with progressive disease.
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e Management and treatment:

e Possible benefit from antiretroviral regimens with agents that penetrate the CNS (AZT, d4T, ABC, nevirapine)
Benefit of AZT at higher dose for mild or moderately severe cases is established; monitor therapy with neuro-
cognitive tests
Anecdotal experience indicates response to ART, if started early

¢ Sedation for those who are agitated and aggressive—use smaller doses initially, to avoid oversedation

e Close monitoring:

To prevent self-harm
To ensure adequate nutrition
To diagnose and treat Ols early
e Psychological support for caregivers—looking after demented patients is exhausting; caregivers need regular

breaks and may need counseling.

e Comments: In up to 10 percent of cases, ADC will be the first manifestation of HIV-
induced disease. The frequency in all patients is 10-15 percent.
Prevalence increases with improvement of general management of various Ols
because patients live long enough to develop severe immune suppression.
Patients present with a demeanor similar to Parkinson’s disease and may even

be misdiagnosed as such.

Step 15. Describe the key history points: 2.f below.

(5 minutes)

f. Painful sensory and motor peripheral neuropathies
e Key history points
e When taking a history, keep in mind that the peripheral nerves may be:
1. Directly damaged by HIV itself or other infections as a result of progressive immunosuppression
2. Affected by other conditions that are commonly associated with chronic ill health, including:
Poor nutrition
Multiple drug therapy and herbal remedies, with their toxic and other side effects (toxic neuropathy),
for example, INH, d4T, ddI
Renal failure, with uremia and other electrolyte disorders
OlIs and cancers
® Look for and ask about the following symptoms:
Pain and numbness in toes and feet; ankles, calves and fingers are involved in more advanced cases
Recurrent episodes of pins and needles in upper and lower limbs
Severe burning pain in distal lower extremities—aggravated by extremes of temperatures, touch or
dryness; sometimes shooting pains
Pain and aching in muscles, usually thighs and shoulders—weakness, with difficulty rising from a
chair or reaching above shoulders
Rapidly evolving weakness and numbness of legs
Poor bowel and bladder control (incontinence)
Uncontrollable sweating

Dizziness from postural hypotension
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Step 16.

Ask the participants to describe the clinical features of painful sensory and motor neuropathies. Write

these on a flip chart. Add any symptoms they may have missed from the list below.

Clinical features: Depending on the syndrome, any of the following may be present:
e Burning pain and numbness

e Mild/moderate muscle tenderness

e Muscle weakness

e Contact sensitivity, in some cases

¢ Reduced pinprick/vibratory sensation (later)

e Reduced or absent ankle/knee jerks (later)

e Dizziness secondary to postural hypotension

e Autonomic dysfunction (later)

e Poor bowel and bladder control (later)

Step 17.

Go over the diagnostic tests and common findings, management and treatment.

(4 minutes)

e Diagnostic tests:

Electromyography/nerve conduction velocities (if available)—show predominantly axonal neuropathy
Quantitative sensory testing or thermal thresholds may be helpful.

CPK—usually elevated

Spinal fluid to determine etiology (cytomegalovirus or herpes simplex virus infections—lymphomatous
infiltration)

Serum B12 and TSH

e Management and Treatment:

Exclude other causes, such as neurotoxic drugs, alcoholism, diabetes, B12 deficiency and thyroid problems
Discontinue presumed neurotoxic medication
Provide proper nutrition and vitamin supplements
Administer pain control:
Ibuprofen 600-800 mg po tid or codeine for modest symptoms
Amitryptiline 25-50 mg at night
Phenytoin 50-100 mg bid or carbamazapine 100-200 mg tid, especially for episodic shooting pain;
may have to combine antidepressants with anti-convulsants
Methadone or morphine for severe symptoms
Lidocaine 10-30 percent ointment for topical use
Physical therapy may help, but may be hampered by pain
Counseling and psychological support

Step 18.

Ask the participants to describe the clinical features of PML. Write these on a flip chart. Add any fea-

tures they may have missed from the list in 2. g below.
(5 minutes)
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g. Progressive multifocal leukoencephalopathy (PML)

e Presentation: An end-stage complication of HIV, caused by the JC virus
e Clinical features:
e Multifocal neurological symptoms:
Weakness: Typically hemiparesis, but could also be monoparesis, hemiplegia
Visual deficits: Homonymous hemianopsia or quadrantanopsia
Cognitive abnormalities
e More rapidly advancing and occur in conjunction with focal neurological deficits:
Personality and behavioral changes
Motor impersistence
Memory impairment

|
Step 19. Go over the recommended diagnostic tests and common findings, differential diagnosis, management
and treatment. Summarize with the comments below.
(5 minutes)

e Diagnostic tests:
¢ Definitive diagnosis is by brain biopsy (if available).
e CT brain scan may be normal or remarkable for areas of diminished density or demyelination (deteriora-
tion of the covering of the nerve).
e PCR of CSF for detection of JC virus

¢ Differential diagnosis:
e Toxoplasmosis
e Primary CNS lymphoma

e Management and treatment
e There is no treatment for this illness.

e Highly active antiretroviral therapy (HAART) can improve symptoms and prolong life.

e Comments: PML is rare in the general community and relatively common in HIV infec-
tion (affecting 4 percent of all AIDS patients). Consider routine testing for HIV
for any patient with PML.

Step 20. Ask participants to describe the clinical features of primary CNS lymphoma. Write these on a flip

chart. Add any features they may have missed from the list in 2. h below.
(5 minutes)
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h. Primary central nervous lymphoma

e DPresentation: Typical end-stage complication of HIV disease

e C(Clinical features: Focal and multifocal neurological deficits are similar to toxoplamosis (head-
ache, confusion, hemiplegia, seizures), but the tempo of disease evolution is
usually slower, with symptoms worsening over few weeks.
Afebrile
Mental status change (60 percent)—personality or behavioral
Seizures (15 percent)
CD4<100

|
Step 21. Go over the recommended diagnostic tests and common findings, management and treatment.
Summarize with the comments below.
(5 minutes)

e Diagnostic tests:
CT scan/MRI:

Location—periventricular, anywhere from 2-6 cm
Sites—one or many
Enhancement—prominent, usually solid, irregular
Edema/mass effect—prominent

e CSF: Normal—30-50 percent
Protein—10-150/ml
WBC—0-100 (monos)
Experimental—EBV PCR or in situ hybridization
Cytology + in <5 percent

e Suspect with negative toxo IgG or failure to respond to empiric toxo treatment

¢ Other diagnostic tests: EBV DNA in CSF

¢ Management and treatment
e There is no cytotoxic chemotherapy for this disease. Irradiation can help some patients, but is considered pal-
liative.
¢ Corticosteroids can also help some patients.

e Comments: Primary CNS lymphoma is rare in the general community, but it affects about
2 percent of AIDS patients.
Survival after diagnosis is usually limited (a few months only).

|
Step 22. Ask participants to describe the clinical features of neurosyphilis. Write these on a flip chart. Add any
features they may have missed from the list in 2. i below.
(5 minutes)
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i. Neurosyphilis

e Presentation: Past history of STDs and/or treatment for syphilis

e C(Clinical features Can be asymptomatic
Meningeal—headache, fever, photophobia, meningismus= seizures, focal find-
ings, cranial nerve palsies
Tabes dorsalis—sharp pains, paresthesias, decreased DTRs, loss of pupil
response
General paresis—memory loss, dementia, personality changes, loss of pupil
response
Meningovascular strokes, myelitis
Ocular syphilis—iritis, uveitis, optic neuritis

Step 23. Go over the recommended diagnostic tests and common findings, management and treatment.

Summarize with the comments below.
(5 minutes)

e Diagnostic tests:
e CT scan/MRI: with aseptic meningitis, may show:
Meningeal enhancement
General paresis—cortical atrophy, sometimes with infarcts
Meningovascular syphilis—deep strokes
e CSF: protein—45-200/ml
e WBCs—5-100 (monos)
e VDRL positive—sensitivity 65 percent; specificity 100 percent positive
Serum VDRL and FTA-ABS are clue in >90 percent
A false neg serum VDRL occurs in 5-10 percent with tabes dorsalis or general paresis
e Definitive diagnosis: positive CSF VDRL (found in 60-70 percent)

e Management and treatment

e Give Aq penicillin G, 18-24 mil units/day for 10-14 days

e Follow-up VDRL q 6 months until negative

e Indications to re-treat:
CSF WBC fails to decrease at six months or CSF still abnormal at 2 years
Persisting signs and symptoms of inflammatory response at >3 mos
Four-fold increase in CSF VDRL > 6 mos
Failure of CSF VDRL of >1:16 to decrease by two-fold by 2 mos or four-fold by 12 mos

Comments: Most common forms in HIV-infected persons are ocular, meningeal and menin-
govascular
Some evidence that syphilis progresses more rapidly in the context of HIV
infection, so that complications such as meningovascular syphilis may occur at
an unusually early phase
Affects 0.5 percent of all AIDS patients
Recommended that you offer syphilis testing to all clients presenting for VCT
in high prevalence areas because it is treatable in early stages and has an accel-
erated course in HIV

104



PART A: MODULE 2

Step 24. Briefly mention the table below (Central Nervous System Conditions in Patients with HIV Infection),
which provides valuable information on the differential diagnosis of neuropsychiatric diseases, to use
as a reference in making a differential diagnosis.

(1 minute)

j. Differential diagnosis neuropsychiatric diseases

e The following table provides valuable information on clinical features and diagnostics that will help the pro-
vider make a differential diagnosis.
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Table A2,4.2: Central Nervous System Conditions in Patients with HIV Infection

Agent/Condition

Frequency

Clinical Features

CT SCAN/MRI

Other Diagnostic Tests

(All AIDS Patients)

Toxoplasmosis
(2 percent to

Fever, reduced alert-
ness, headache, focal

Location: Basal ganglia,
gray-white junction

Normal 20 percent to
30 percent

Toxoplasmosis serology
(I9G) false-negative in < 5
percent

(2 percent)

mental status change
(60 percent), personality
or behavioral; seizures
(15 percent)

Evolution: 2 to 8 weeks
CD4 count <100 cells/

Sites: one or many

Enhancement: promi-
nent; usually solid, irregu-
lar

Edema/mass effect:

Protein: 10 to 150/mg/dL
WBC: 0 to 100 (monos)
EBV PCR in 50 percent
EBV DNA in CSF (Lancet
1992; 342:398)

4 percent) neurological deficits (80 - Sites: Usually multiple « Protein: 10 to 150/mg/dL N
percent), seizures (30 per- . Enhancement: promi- . WBC: 0 to 40 (monos) . R:spons.e to emplnc.
cent) nent; usually ring lesions i . therapy: >85 percent;

ution: y ; y ring + Experimental: toxo ag most respond by day 7 (N
+ Evolution: <2 weeks (1to2cm) (ELISA) or PCR Engl J Med 1993;329:995)
- CD4count<100cellsymm3 | . Edema/mass effect: « MRI: Repeat at 2 weeks
Usually not as great as « Definitive diagnosis: brain
lymphoma biopsy
Primary CNS - Afebrile, headache, focal « Location: periventricular, » Normal 30 percent to 50 + Suspect with negative
Lymphoma neurological findings, anywhere, 2 to 6 cm percent toxo, IgG, single lesion

or failure to respond to
empiric toxoplasmosis
treatment (MRI and clinical
evaluation at 2 weeks)
Thallium 201 SPECT scan
(90 percent sensitive and

(cytomegalovirus)
(>0.5 percent)

argy, disorientation;
headache; stiff neck,
photophobia, cranial
nerve deficits; no focal
neurologic deficits
Evolution: < 2 weeks
CD4 count <100 cells/
mm3

brainstem
Site: confluent

Enhancement: variable,
prominent to none

Protein: 100 to 1000/mg/
dL

WBC: 10 to 1000 (polys)/
mL

Glucose usually
decreased

CMV PCR positive

CSF cultures usually
negative for CMV

mm3 prominent specific)
Cryptococcal + Fever, headache, alert (75 + Usually normal or shows + Protein: 30 to 150/mg/dL + Cryptococcal antigen in
meningitis percent); less common increased intracranial . WBC: 0 to 100 (monos) serum - 95 percent
(8 percent to 10 are visual changes, stiff pressure . Culture positive: 95 per- « Definitive diagnosis: CSF
percent) neck, cranial nerve defi- - Enhancement: negative cent to 100 percent antigen and/or positive
CItS% SEIZIUI'eS (1|0 Rerclent); or meningeal enhance- - India ink pos: 60 percent culture
gof.o.ia neurologica ment to 80 percent
eficits .
Evolution: < 2 y . E<.jema mass effect: ven- . Crypt Ag: >95 percent
+ Evolution: < 2 weeks tricular enlargement/ sensitive and specific
+ CD4 count <100 cells/ obstructive hydrocepha-
mm3 lus
[@\% + Fever + delirium, leth- + Location: periventricular, + CSF may be normal + Definitive diagnosis: brain

biopsy with histopath and/
or positive culture
Hyponatremia (reflects
CMV adrenalitis)

Retinal exam for CMV reti-
nitis

HIV Dementia (7
percent)

Afebrile; triad of cogni-
tive, motor and behav-
ioral dysfunction

Early: Decreased memory,
concentration, attention,
coordination; ataxia
Late: Global dementia,
paraplegia, mutism
Evolution: Weeks to
months

CD4 count<200cells/
mm3

Location: Diffuse, deep
white matter hyperinten-
sities

Site: Diffuse, ill-defined
Enhancement: Negative
Atrophy: Prominent

No mass effect

Normal 30 percent to 50
percent

Protein: increased in 60
percent

WBC: increased in 5
percent to 10 percent
(monos)
Beta-2-micro-globulin
elevated (>3mg/L)

Neuropsychological tests
show subcortical dementia
HIV dementia scale for
screening

Source: Bartlett 2003
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Table A2,4.2 (cont.)

Agent/Condition

Frequency
(All AIDS Patients)

Clinical Features

CT SCAN/MRI

MODULE 2

Other Diagnostic Tests

Asymptomatic meninge-
al: headache, fever, pho-
tophobia, meningismus
+ seizures, focal findings,
cranial nerve palsies
Tabes dorsalis: Sharp
pains, paresthesias,
decreased DTRs, loss of
pupil response

General paresis: memory
loss, dementia, personal-
ity changes, loss of pupil
response
Meningovascular: strokes,
myelitis

Ocular: iritis, uveitis, optic
neuritis

Any CD4 cell count

Aseptic meningitis:

may show meningeal
enhancement

General paresis: cortical
atrophy, sometimes with
infarcts

Meningovascular syphilis:
deep strokes

+ Protein: 45 to 200/mg/dL

+ WBC: 5 to 100 (monos)

+ VDRL positive: sensitivity
= 65 percent specificity =
100 percent positive

- Experimental: PCR for T.
pallidum

Serum VDRL and FTA-ABS
are clue in >90 percent;
false negative serum
VDRL in 5 percent to

10 percent with tabes
dorsalis or general paresis
Definitive diagnosis:
Positive CSF VDRL (found
in 60 percent to 70 per-
cent)

Note: most common
forms in HIV-infected per-
sons are ocular, meninge-
al and meningovascular

PML (1 percent to
2 percent)

No fever; no headache;
impaired speech, vision,
motor function, cranial
nerves

Late: cognition
Evolution: weeks to
months

CD4 count <100 cells/
mm3, some >200 cells/
mm3

Location: white matter,
subcortical, multifocal
Sites: variable
Enhancement: negative
No mass effect

« Normal CSF

« PCR for JC virus:
80 percent

Brain biopsy: positive
DFA stain for JC virus

Tuberculosis

(0.5 percent to
1 percent)

Fever, reduced alertness,
headache, meningismus,
focal deficits (20 percent)
CD4 count <350 cells/
mm3

Intracerebral lesions in 50
percent to 70 percent (N
Engl J Med 1992;326:668;
Am J Med 1992; 93:524)

- Normal: 5 percent to
10 percent

+ Protein: Normal
(40 percent)-500ml

« WBC: 5 to 2000 (average
is 60 percent to 70 per-
cent monos)

+ Glucose: 4 to 0/mL

+ AFB smear positive: 20
percent

Chest x-ray: active TB in
50 percent; PPD positive:
20 percent to 30 percent
Definitive diagnosis: posi-
tive culture CSF

*CSF: cerebrospinal fluid

Normal Values: Protein: 15 to 45 mg/dL: traumatic tap: 1 mg/1000 RBCs; glucose: 40 to 80 mg percent or CSF/blood glucose ratio >0.6; leukocyte
counts: <5 mononuclear cells/mL, 5 to 10 is suspect, TPMN is suspect; bloody tap: 1 WBC/700 RBC; opening pressure: 80 to 200 mm H20

CSF analysis in asymptomatic HIV infected persons shows 40 percent to 50 percent have elevated protein and/or pleocytosis (>5 mononuclear cell/mL);
the frequency of pleocytosis decreases with progressive disease.
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Step 25. Ask participants to break into small groups (6-8 in a group). Have the groups select someone to
report back. Distribute copies of the case study. Explain that they are to discuss the case and answer
the questions given. Instruct participants to refer to the algorithm from Appendix A, as needed, in
order to determine how to manage the case.

(20 minutes)

Reconvene the groups and ask a representative from each to report on their discussion and give their
answers to the questions with the rationale behind their thinking. Discuss their answers and add any
information from your answer sheet (see below).

(20 minutes)

Step 26. Discuss any questions they may have on in-country management and treatment of neurological disorders.
(10 minutes)
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- _______________________________________________________________________________|
Case Study: Patient with neurological symptoms
A 25-year-old truck driver was diagnosed with HIV infection two years ago during a visit to a health center

because of urethritis. He did not believe the test result and never went back for medical follow-up.
He is married and the father of four children. On weekends, he is a heavy alcohol drinker and also visits prostitutes.
He is admitted at the district hospital because of an epileptic insult. Diazepam is administered intrarectally.

A few days earlier, before the insult, he had complained of weakness in his left arm and leg. For four months he
has been complaining of generalized papular pruritic eruption. For one month he has had a painful ulcerative
lesion on his penis. This lesion persisted even though he received several antibiotics.

After recovery from the epileptic insult, a left hemiparesis is noted. Lymph nodes are slightly enlarged in the cer-
vical, axillary and inguinal region. His blood pressure is 130/70 mmHg.

Laboratory tests show a hemoglobin of 9 g/dl, a white blood cell count: 3.200 x 109/l with 20% lymphocytes.
Creatinine, glucose and electrolyte levels are normal. His transaminases are slightly elevated. A thick smear does
not show parasites. A CT scan is not available.

e What can be the reason for this patient’s epileptic insult?
¢ What does this patient need?
e What should you offer?
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- _______________________________________________________________________________|
Case study (patient with neurological symptoms)—Answers
Cause of the epileptic insult
This patient probably has AIDS. Arguments for this are the chronic painful ulceration on his penis, probably
caused by a herpes simplex infection, and his very low lymphocyte count of 300 x 109/1, suggesting a CD4+ lym-
phocyte count below 200 x 109/1.
The most likely diagnosis in this patient is a cerebral toxoplasmosis or abscess; the second most likely diagnosis
is a tuberculoma or a tuberculous abscess of the brain.
Less likely diagnoses are: a cerebral lymphoma, neurosyphilis, progressive multifocal leukoencephalopathy, a fun-

gal brain abscess, herpes or cytomegalo encephalitis, or a cerebro-vascular accident.

FPatient’s needs — What can you offer?

Medical care

You should start this patient on pyrimethamine 100 mg po loading dose, then 50 mg po daily + 10 mg po folinic
acid daily, and sulfadiazine 4 g po daily for at least six weeks. Thereafter, you should give antitoxo maintenance
because of a possible toxoplasmosis brain abscess. You should perform a serological test for syphilis to exclude
neurosyphilis and do a checkup for tuberculosis. Treat the herpes ulceration with acyclovir 400 mg po tid, if
available. Start antiepileptic medication, if available. If possible, do a fundoscopy to look for retinal abnormali-
ties and papilledema. Clinical improvement is expected within one week. If cerebral edema is suspected (nausea,
headache) corticosteroids may be indicated. If the patient is not improving during anti-toxoplasmosis treatment
and if there are no signs of papilledema, consider a lumbar puncture.

Nursing care

Because of his left hemiparesis, this man probably has difficulty caring for himself. Exercises with his left arm
and leg may help him to recover. Once the patient is improving clinically, start safe sex counseling and discuss
his relationship with his wife. You could propose HIV testing for his wife.

Psychosocial support
This man clearly has difficulty accepting his HIV seropositive status. If he cannot receive antiretroviral drugs, he
will probably develop other HIV-related complications. This will cause extra stress for him and his family.

Socioeconomic support

This man and his family will probably have to face serious financial problems. The history of an epileptic insult
will make it hard for him to continue as a truck driver. Because he will have many medical costs, he should
reduce expenses for nonessential needs as much as possible and decrease his use of alcohol. These issues mean
that it is likely that it will be necessary to involve social services in his case management.
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IS IEE Conditions of the Gastrointestinal System

PURPOSE
In this session, participants will learn about chronic diarrhea and conditions of the gastrointestinal system, including com-

mon etiological agents; clinical presentation; recommended diagnostics; and common findings, management, and treat-
ment. This session will also discuss hepatitis.

OBJECTIVES:
By the end of this session, the participants will be able to:

1. Describe the various infectious agents that cause chronic diarrhea.
Describe the clinical presentation of each infection.

List the recommended diagnostics and common findings for each infection.
Discuss the treatment and management of chronic diarrhea.

Discuss hepatitis, including management, treatment and prevention.

ANl N

Make a differential diagnosis using a case study approach.

TIME:
2 hours

PREPARATION:
1. Read note to trainer on page 3. If using the table presented in step 3, prepare separate flip chart papers with the

following headings:

Campylobacter Salmonella Shigella

Clostridium Cryptosporidium E. Histolytica

G. Lamblia Isospora belli Mycrosporidium
Strongyloides

2. Review case study in preparation for small group work.
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview and the pathogens to consider in making a differential diagnosis of chronic diar-
rhea: 1. a-b below.
(5 minutes)

1. Introduction

a. Overview

e Chronic diarrhea is a very frequent and frustrating problem in PLHAs; at least 50 percent experience it some-
time during the evolution of the disease

¢ Often accompanied by nausea, weight loss, abdominal cramps and dehydration

e Often an intermittent watery diarrhea, without blood or mucous

¢ In one-third to two-thirds of cases, no cause is identified.

e In areas of high prevalence of HIV infection, chronic diarrhea is invariably the result of symptomatic HIV infection.

e Wherever possible, establish the cause and give specific treatment. Failing this, management is symptomatic:
give antidiarrheals such as codeine phosphate.

¢ The key to good management is rehydration without much sugar and including potassium.

e High energy and protein intake reduces the degree of muscle wasting.

e Prevention consists of attention to personal hygiene hand washing, drinking boiled water and eating only
thoroughly cooked meat and vegetables.

b. An infectious agent can be identified in about 50 percent of patients with AIDS-associated diarrhea. Differential

diagnosis includes the following pathogens:

¢ Bacterial infection: Campylobacter, shigella and salmonella

® Protozoal infection: Cryptosporidium species, giardia lamblia, isospora belli, entamoeba histolitica,
microsporidium species

¢ Toxin induced: E. coli and clostridium difficile

® Mycobacterial infection: M. tuberculosis, M. avium complex

¢ Helminthic infection: Strongyloides stercoralis

¢ Fungal infection: Candida species (seldom a cause of diarrhea)

These conditions should be differentiated from:

AIDS enteropathy: Direct cytopathic effect of HIV
Noninfectious disorders: Kaposi’s sarcoma, lymphoma

Note to trainer: The following pages have two versions of the information on presenting symptoms and diagnostic
findings. One is a table (step 3) that briefly summarizes this content in an easy to read format, with a minimum
of details. The other version is the detailed content notes format that we have been using throughout this manual.
You may prefer one version over the other depending on considerations of time, the amount of detail the audience
needs, your comfort with the format and so on.

You will find a case study included at the end of this session. We recommend that participants use algorithms from
Appendix A as they work on it.
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When using the detailed table:

|
Step 3. A. Place the prepared flip chart papers on a wall.
Invite the participants to list the presenting symptoms for each of the four pathogens listed on the
flip chart papers under the appropriate heading.
Discuss the differences between the clinical presentation of each infection and add any they may
have missed.
B. Review the diagnostics for each.
C. Review the management of each condition.
D. Discuss the unique features and caveats for each pathogen.
(60 minutes)
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MODULE 2

(15 minutes total)

(30 minutes)

Step 4. Ask participants to select and go to a flip chart paper hanging on the wall. There should be two or
three participants per flip chart. Instruct them to write the symptoms for that particular infection
underneath the title on the flip chart.

When they have finished, ask them to sit down again.

Step 5. Present the information 2. a-h below.
As you review the symptoms for each disease below, point to the appropriate flip chart to see how
many of the symptoms they listed were correct. Have someone from that particular group add any

symptoms that were missing and cross out those that were incorrect.

2. Gastrointestinal conditions

a. Salmonellosis

¢ Common etiological agent:
¢ Clinical presentation:

e Recommended diagnostics:

e Common findings:

e Management and treatment:

e Comments:

b. Shigella infection

e Common etiological agent:
¢ Clinical presentation:

e Recommended diagnostics:

e Common findings:

e Management and treatment:

e Comments:

Salmonella

Fever and general malaise, sometimes without GI symptoms

Stool microscopy—fresh examination and after concentration. Multiple stool
samples may be necessary

Stool and blood cultures

Serology: Widal test

Salmonella bacilli may be found in stool/blood cultures

Positive Widal test with increased titers

TMP/SMX 960 mg bid or

Chloramphenicol 250 mg qid for 3 weeks

In case of signs of sepsis, IV therapy is necessary.

Shorter regimens are: ciprofloxacin 500 mg bid or ofloxacin 400 mg bid or
ceftriaxone

2 g IV for 7-10 days

Many patients often relapse after treatment, and chronic maintenance therapy
(TMP/SMX DS daily) is sometimes necessary.

Salmonellosis is a frequent cause of bacteremia in PLHAs.

Shigella

High fever, abdominal pain and bloody diarrhea

Stool microscopy—fresh examination and after concentration. Multiple stool
samples may be necessary.

Shigella bacillus found in stool

TMP/SMX 960 mg bid x 5 days or

Amoxicillin 500 mg tid x 5 days

If resistant to the above, give ciprofloxacin 500 mg bid or norfloxacin 400 mg
bid x 5 days or nalidixic acid 1 g qid x 10 days

In many developing countries, resistance of Shigella (and Salmonella) to TMP/
SMX has increased.

117



HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

o

Campylobacter enteritis
Common etiological agent:
Clinical presentation:
Recommended diagnostics:
Common findings:
Management and treatment:

Comments:

. Cryptosporidium

Common etiological agent:
Clinical presentation:

Recommended diagnostics:
Common findings:

Management and treatment:

Campylobacter

Fever, bloody diarrhea, abdominal pain and weight loss

Stool culture

Campylobacter bacilli found in stool culture

Erythromycin 500 mg bid x 5 days (1st choice)

Fluoroquinolones are also effective, but resistance rates of 30-50 percent have
been reported in some developing countries.

It is clinically impossible to distinguish the different etiological agents of bacte-
rial gastroenteritis without a stool culture. Therefore, if empiric therapy with
TMP/SMX is not effective in patients with bacillary dysentery, you can try
fluoroquinolones, followed by a trial of erythromycin, if symptoms of bloody

diarrhea persist.

Cryptosporidium

Recent and prolonged history of severe diarrhea—usually large volume, watery
stools with a lot of abdominal pain, bowel noise and activity; no fecal WBCs.
Severe weight loss/wasting in those with longer history.

Stool samples x 3 for staining/AFB smear

Oocysts present in stool exam

Rehydration (IV and/or ORS)

Paromomycin 500 mg qid for 2-3 weeks; maintenance with 500 mg. bid often
required

Codeine phosphate 30-60 mg tid until under control (or other anti-diarrheal
agents such as loperamide 2-4 mg tid or qgid—maximum of 32 mg in 24 hours)
The use of ARV is protective against cryptosporidiosis. Other treatments that
have been tried for persistent cryptosporidium in people with AIDS include
azithromycin and nitazoxanide. None has been consistently successful for
chronic, persistent cryptosporidiosis. In these cases, the goal is immune recon-
stitution because even modest elevations in CD4 count may result in resolution
of symptoms and pathogen elimination. Cryptosporidiosis in patients with a
CD4 count >100 usually resolves spontaneously after two to eight weeks, as it

does with immunocompetent hosts.

Step 6.

(2 minutes)

Ask participants: How is cryptosporidium transmitted, and what are the preventive measures?

e Preventive measures:

e Comments:

118

Cryptosporidia are highly infectious and can be transmitted through water,
food and animal-to-human and human-to-human contact. Special precautions
should be taken to prevent exposure: people with HIV and a CD4<200 should
boil tap water for at least one minute to reduce risk of ingestion of oocysts in
potentially contaminated drinking water.

This may be the AIDS-defining presentation in patients who previously had
few symptoms of HIV infection.



e. Isospora belli
e Common etiological agent:
¢ Clinical presentation:

e Recommended diagnostics:
e Common findings:

* Management and treatment:

f. Entamoeba histolytica
e Common etiological agent:
e C(Clinical presentation:

¢ Recommended diagnostics:

e Common findings:

e Management and treatment:

e Comments:

g. Giardia lamblia

e Common etiological agent:
¢ Clinical presentation:

e Recommended diagnostics:
e Common findings:

e Management and treatment:

e Comments:

h. Strongyloides
e Common etiological agent:

e Clinical presentation:

e Recommended diagnostics:

¢ Common findings:

® Management and treatment:

MODULE 2

Isospora belli

Enteritis, watery diarrhea, no fecal WBCs, no fever, wasting, malabsorption
(same presentation/symptoms as cryptosporidium)

Stool x 3: unstained wet preparation

Isospora belli oocysts are relatively big (2030 mm) and can be easily identified
in unstained wet stool preparations.

Most cases are readily treated with sulfamethoxazole/trimethoprim (960 mg
qid for 10 days) followed by sulfamethoxazole/trimethoprim 1 double strength
tablet (960 mg bid for 3 weeks), then chronic suppression with sulfamethoxa-
zole/ trimethoprim (960mg) daily.

High dose of pyrimethamine with calcium folinate to prevent myelosuppression

Long-term maintenance therapy may be necessary to prevent relapse.

E. histolytica

Colitis; bloody stools; cramps; no fecal WBCs

Can be asymptomatic

Stool for ova and parasite exam

O&P present in stool exam

Metronidazole 500-700 mg po or IV tid x 5-10 days or paromomycin 500 mg
po qid x 7 days

E. histolytica may be common in the general population in developing coun-
tries, but may be recurrent or more severe in HIV patients.

G. lamblia

Enteritis, watery diarrhea = malabsorption, bloating, flatulence

Stool for ova and parasites

O&P in stool exam

Metronidazole 250 mg po tid x 10 days

G. lamblia is a common cause in the general population, but may be recurrent
or more severe in HIV patients.

S. stercoralis

Serpiginous erythematous skin lesions (larva currens), diarrhea, abdominal
pain and cough

Full-blown hyper-infection syndrome has the characteristics of a Gram-nega-
tive sepsis, with acute respiratory distress syndrome, disseminated intravascular
coagulation and secondary peritonitis

Stool microscopy, (multiple stool samples may be necessary) sputum sample,
chest x-ray

In disseminated strongyloidiasis, filariform larvae can be found in stool, spu-
tum, broncho-alveolar lavage fluid, pleural fluid, peritoneal fluid and surgical
drainage fluid.

The chest x-ray reveals diffuse pulmonary infiltrates

Ivermectin 12 mg daily for 3 days or albendazole

This is also the drug of choice for the treatment of systemic strongyloidiasis.
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e Comments:

An alternative treatment is albendazole 400 mg bid x § days.

A maintenance therapy once a month is necessary to suppress symptomatic
infection (albendazole 400 mg or ivermectin 6 mg once monthly).

In immunocompromised patients, strongyloides can cause overwhelming infec-
tion, especially when cell-mediated immunity is impaired. This serious compli-
cation is called strongyloides hyper-infection syndrome and has a high case-
fatality rate. Hyper-infection strongyloidiasis is generally associated with other
conditions of depressed host cellular immunity. Disseminated strongyloidiasis
and heavy worm loads can occur in patients with HIV, but the full-blown
hyper-infection syndrome is less common. The likelihood of developing the
hyper-infection syndrome is also higher in patients taking high-dose steroids.

(5 minutes).

Step 7. Refer to the flip charts, and point out the differences in clinical presentation of
the various GI pathogens reviewed. Discuss any questions participants may have.

(20 minutes)

|
Step 8. Present the information on hepatitis 3. a below. Discuss the management and prevention of hepatitis
in relation to country-specific guidelines. Point out the relationship of HIV and hepatitis C and the

hepatotoxic effect of some ARVs.
Present the table headed “The ABCs of Hepatitis.”

3. Other conditions
a. Hepatitis
e Etiological agents:
e Clinical presentation:

¢ Recommended diagnostics:

e Common findings:

* Management and treatment:

e Prevention:

e Comments:
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Hepatitis A, B, C, D and E

Flu-like symptoms of lassitude, weakness, drowsiness, anorexia, nausea,
abdominal discomfort, fever, headache, jaundice (including dark urine, gray
stools, and mild pruritis), hepatomegaly

Serology for hepatitis A (anti-HAV IgM, anti-HAV IgG), B (HBsAg, anti-HBc,
anti-HBs), and C (anti-HCV IgG [ELISA], anti-HCV IgG [RIBA], HCV RNA)
Liver function tests (SGPT, SGOT, alkaline phosphatase)

Markers for both past hepatitis B infection: test result showing negative hepati-
tis B surface antigen (HBsAG) and positive hepatitis B core antibody (HBcAb)
and chronic carriage (positive HBSAG and positive HBcAb) are common in the
HIV- infected patients and in people in certain risk groups

Symptomatic and supportive care. Where available, interferon for treatment of
hepatitis B and C and havrix as a preventive measure for patients at risk for
hepatitis A. Epivir-HBV for hepatitis B

Discourage alcohol consumption during convalescence.

Frequent hand washing and good hygiene are important as hepatitis A is
spread by oral-fecal route and often by food contamination.

Hepatitis B and C are transmitted through contact with blood or through sex-
ual contact. Condoms can reduce risk of transmission. Discourage needle sharing.
Vaccines are very expensive and may not be available.

Confection with HIV and hepatitis C signifies probable acceleration of HIV
disease and hepatitis C disease.

The hepatotoxic effect of some ARVs (for example, nevirapine) and other

drugs (for example, ketoconazole) is significant.



Table A2, 5.2: The ABCs of Hepatitis.
Adapted from Table “The ABCs of Hepatitis”

Hepatitis A

(HAV)

Hepatitis B
(HBV)

Hepatitis C
(HCV)

Hepatitis D
(HDV)

MODULE 2

Hepatitis E
(HEV)

2 weeks of exposure.
Vaccination. Washing
hands with soap and
water after going to the
toilet. Use household
bleach (10 parts water
to 1 part bleach) to
clean surfaces contami-
nated with feces, such
as changing tables. Safe
sex.

2 weeks of exposure.
Vaccination provides
protection for 18 years
or more. Clean up infect-
ed blood with house-
hold bleach and wear
protection gloves. Do
not share razors, tooth-
brushes or needles.

Safe sex.

with household bleach.
Wear gloves when
touching blood.

Do not share razors,
toothbrushes or needles
with anyone.

Safe sex.

prevent HBV infections.
Safe sex.

What is it? HAV is a virus that HBV is a virus that HCV is a virus that HDV is a virus that HEV is a virus that
causes inflammation of | causes inflammation of | causes inflammation of | causes inflammation of | causes inflammation of
the liver. It does not lead | the liver. It can cause the liver. the liver. the liver.
to chronic disease. liver cell damage lead- | It can cause liver cell It only infects those It is rare in the US. There

ing to cirrhosis and can- | damage, leading to cir- | persons with HBV. is no chronic state.
cer. rhosis and cancer.

Incubation 2 to 7 weeks 6 to 23 weeks 2 to 25 weeks 2 to 8 weeks 2 to 9 weeks

Period Average 4 weeks Average 17 weeks Average 7 to 9 weeks Average 40 days

How is it Transmitted by fecal/ Contact with infected Contact with infected Contact with infected Transmitted through

spread? oral (anal/oral sex) route,| blood, seminal fluid, blood, contaminated blood, contaminated fecal/oral route.
through close person- vaginal secretions or IV needles, razors and needles. Outbreaks associ-
to-person contact or contaminated needles, | tattoo or body piercing | Sexual contact with ated with contaminated
ingestion of contami- including tattoo and tools. HDV infected person. water supply in other
nated food and water. body piercing tools. Infected mother to new- countries.

Hand to mouth after Infected mother to born.
contact with feces, such | newborn. Human bite. NOT easily spread
as changing diapers. Sexual contact. through sex.

Symptoms May have none. Others | May have none. Some Same as HBV Same as HBV Same as HBV
may have light stools, persons have mild flu-
dark urine, fatigue, like symptoms, dark
fever, nausea, vomiting, | urine, light stools, jaun-
abdominal pain and dice, fatigue and fever.
jaundice.

Treatment Not applicable. Interferon and Interferon and combina- | Interferon with varying | Not applicable.

of Chronic Lamivudine with varying| tion therapies with vary- | success.

Disease success. ing success.

Vaccine Two does of vaccine Three doses may be None HBV vaccine prevents None
to anyone over 2 yrs of | given to persons of any HDV infection.
age. age.

Who is at Household or sexual Infants born to infected | Blood transfusion Injection drug users, Travelers to developing

risk? contact with an infected | mother, having sex recipients before 1992, | persons engaging in countries, especially
person or living in an with an infected person | healthcare workers, anal/oral sex and those | pregnant women.
area with HAV outbreak. | or multiple partners, injection drug users, having sex with an HDV
Travelers to develop- injection drug users, hemodialysis patients, infected person.
ing countries, persons emergency respond- infants born to infected
engaging in anal/oral ers, healthcare workers, | mother and multiple sex
sex and injection drug persons engaging in partners.
users. anal/oral sex and hemo-

dialysis patients.
Prevention Immune Globulin within | Immune Globulin within | Clean up spilled blood Hepatitis B vaccine to Avoid drinking or using

potentially contami-
nated water.

HEPATITIS FOUNDATION INTERNATIONAL
30 Sunrise Terrace Cedar Grove, New Jersey 07009-1423
Tel: 973-239-1035 or 800-891-0707

E-mail: MAIL@HepFl.org

Fax: 973-857-5044

website: www.HepFl.org
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Step 9. Ask participants to break into small groups (5-6 in a group). Have the groups select someone to

Step 10. Discuss any questions they may have on in-country management and treatment chronic diarrhea.

report back. Distribute copies of the case study. Explain that they are to discuss the case and answer
the questions given.

(15 minutes)

Instruct the participants to refer to the algorithm from Appendix A, as needed, in order to determine
how to manage the case.

Reconvene the group and ask a representative from each group to report on their discussion and give
their answers to the questions, with the rationale behind their thinking. Discuss their answers and add
any information from your answer sheet (see below).

(20 minutes)

(10 minutes)
Total: 45 minutes

\_____________________________________________________________________________________________|
Case Study: Patient with chronic diarrhea

A 35-old-year farmer is hospitalized in a district hospital with chronic diarrhea, severe weight loss and dyspha-
gia. His wife died two years ago with similar symptoms. The man is the father of six children and lives in a vil-
lage 30 km from the hospital. Six years ago he developed a thoracic herpes zoster infection. Since the death of
his wife, he has not felt well and is now complaining of weakness, loss of appetite and episodes of diarrhea. His
mother is still alive and has been taking care of the children. The nurse at the district health center gave him sev-
eral antibiotics and antiparasitic drugs, but they have had no effect on the diarrhea. The traditional healer in the
village has also been unable to improve the patient’s condition. Because of his illness over the last six months, he
has been unable to work. His younger brother brought him to the hospital in a last effort to find a cure.

He is presenting with liquid diarrhea without blood or mucus up to 10 times a day.

On clinical examination, he is very weak, cachectic, anemic, dehydrated and presents with white patches in his
mouth. He has never been tested for HIV.

e What can be causing this patient’s diarrhea?
¢ Identify this patient’s needs.
¢ What can you offer?
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- _______________________________________________________________________________|
Case Study (patient with chronic diarrhea)—Answers
Cause of the diarrbea
This patient probably has chronic diarrhea caused either by the HIV infection itself or by a parasite for which
there is no etiological treatment (such as a cryptosporidia infection).

Patient’s needs - What to offer ¢

Medical care

You could treat the diarrhea symptomatically. You could rehydrate the patient, using oral rehydration solution
or an infusion. With loperamide, he may be without diarrhea for at least a few hours of the day. He has oral
candidiasis and probably candida esophagitis, for which you could give him fluconazole or ketoconazole. This
certainly will decrease his dysphagia and improve his nutritional status. You could propose an HIV test to the
patient, but based on clinical symptoms and signs, and the fact that his wife died two years earlier with similar
symptoms, it is likely that this person will be HIV seropositive. If you have no antiretrovirals to offer to this
patient, he will probably die in the near future. Therefore, proposing an HIV test to him may do more harm than
good. An exam and OI prophylaxis are reasonable. If or when the patient improves, you could ask him whether

he is still sexually active.

Nursing care

This man has important nursing needs. He is unable to wash himself. Planning for home care will probably be
the best solution for this patient. Providing families with soap is not very costly; this may keep the patient clean
and decrease the fears that family members have of becoming infected. Nutritional advice can decrease the diar-

rhea and improve his nutritional state.

Psychosocial support

The patient probably feels he may die in the following weeks. Since he has been hospitalized, he probably has
seen several other patients with similar complaints die. He must be afraid that he will never be able to return

to his village. He may have great concerns about the future of his children. He may suspect he has AIDS, but
may be afraid of talking about it with the health care staff and his younger brother. He may be afraid of talking
openly about the possibility of dying. Discussing more openly the patient’s future may help him and his brother
make decisions that reflect his wishes and help him return to the village as soon as his clinical condition has
slightly improved.

Socioeconomic support

This family has serious financial problems. They have to pay for the patient’s transportation back to his village
and they may have problems paying for food for him and the six children. It is therefore important that they
return to the village while this is still possible, otherwise they will spend their entire family budget on hospital
costs, without any benefit. Maybe some financial support for transportation and nutritional support is available
through an NGO or a religious organization.
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IS Conditions of the Lymph System

PURPOSE
In this session, participants will learn about lymphadenopathy, including common etiological agents, the clinical presenta-

tion and diagnostic criteria of persistent generalized lymphadenopathy (PGL), and features of lymph nodes that indicate
the need for further evaluation.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Describe the various etiologies that cause lymphadenopathy.

Describe the clinical presentation of persistent generalized lymphadenopathy (PGL).
List the diagnostic criteria for PGL.

Describe features of lymph nodes that indicate further evaluation.

N

Make a differential diagnosis using a case study approach.

TIME:
1 hour and 20 minutes

PREPARATION:
1. Prepare separate flip chart papers with the following headings:

PGL Tuberculosis lymphadenopathy Nocardiosis
Fungal Infections Secondary syphilis Lymphoma
Kaposi’s sarcoma

2. Review the case study at the end of this session in preparation for small group work. Participants should use algo-
rithms from Appendix A as they work on the case study.
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview and the pathogens and conditions to consider in making a differential diagnosis
of lymphadenopathy: 1. a-b below.
(7 minutes)

1. Introduction
a. Overview
e Swelling of lymph nodes is a symptom often encountered.
® You should carry out a careful history and physical exam.
e The cause often becomes obvious, but in more complicated cases, laboratory tests and lymph node biopsy
may be necessary to establish a definitive diagnosis.

b. Differential diagnosis includes the following pathogens:

e HIV-related: Persistent generalized lymphadenopathy (PGL)

e Opportunistic infections: Tuberculous lymphadenitis, CMV, toxoplasmosis, infections with nocardia species,
fungal infections (histoplasmosis, penicilliosis, cryptococcus, etc.)

¢ Reactive lymphadenopathy: Pyomyositis, pyogenic skin infections, ear, nose, and throat (ENT) infections

e STI: Syphilis, inguinal lymphadenopathy resulting from donovanosis, chancroid or lymphogranuloma vene-
reum (LGV). See WHO or MSF guidelines.

e Malignancies: Lymphoma, Kaposi’s sarcoma
You should differentiate these etiologies from other causes of lymphadenopathies: carcinomatous metasta-
ses, brucellosis, visceral leishmaniasis (kala azar), sarcoidosis, trypanosomiasis, rickettsial disease, infectious
mononucleosis and drug reactions (for example, phenytoin hypersensitivity).

|
Step 3. State that in HIV-positive patients, PGL is a clinical diagnosis. No further examinations are generally
necessary, unless there are features of another disease. Describe the features of lymph nodes that indi-
cate a need for further evaluation: 2. below.
(5 minutes)

2. Features of lymph nodes that indicate further evaluation:
e Large (>4cm diameter) or rapidly growing lymph nodes
e Asymmetrical lymphadenopathy
e Tender/painful lymph nodes not associated with a local infection
¢  Matted/fluctuant lymph nodes
e Obvious constitutional symptoms (fever, night sweats, weight loss)
e Hilar or mediastinal lymphadenopathy on chest x-ray
e Suspicion of pulmonary TB
e Evidence of abscesses (cutaneous, pulmonary and the like)
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|
Step 4. A. Place the prepared flip chart papers on a wall.
Invite the participants to list the presenting symptoms for each of the four pathogens listed on
the flip chart papers under the appropriate heading.
Discuss the differences between the clinical presentation of each infection and add any they
may have missed.
B. Review the diagnostics for each.
C. Review the management of each condition.

D. Discuss the unique features and caveats for each pathogen.
(20-30 minutes)
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Step S.

Ask the participants to break into small groups (5-6 in a group). Have the groups select someone to
report back. Distribute copies of the case study. Explain that they are to discuss the case and answer
the questions given. Instruct the participants to refer to the algorithm in Appendix A, as needed, in
order to determine how to manage the case.

(20 minutes)

Reconvene the group and ask a representative from each group to report on their discussion and give
their answers to the questions, with the rationale behind their thinking. Discuss their answers and add
any information from your answer sheet (see below).

(20 minutes)

- _______________________________________________________________________________|
Case Study: Patient presenting with lymphadenopathy
A 28-year-old teacher, unmarried, was diagnosed with HIV infection two years ago when he went for voluntary
testing with his girlfriend. When he found out that his girlfriend was HIV negative and he was HIV seropositive
he interrupted the relationship. Since then, he has been feeling depressed. For a few weeks he has been experienc-
ing night sweats and fatigue.
Physical examination reveals several large cervical lymph nodes. His temperature is 37.9°C. A smear obtained by
puncture aspiration of one of the cervical lymph nodes does not reveal acid fast bacilli. Personnel then perform a
lymph node biopsy. This lymph node is full of caseum.

What is the most likely diagnosis?

How would you manage this patient?

What other problems does this patient have?
What can you offer?

_______________________________________________________________________________________|
Case Study (patient with lymphadenopathy)—Answers

Diagnosis

A lymph node full of caseum is pathognomonic for lymph node tuberculosis.

Patient’s needs — What to offer ?

Medical care

You should give the patient a short course of antituberculous treatment. Because he presents with extrapulmo-
nary tuberculosis and is not severely ill, beginning with only three antituberculous drugs (isoniazid, rifampicin
and pyrizinamide) in the initial phase is enough.

Psychosocial support

We should know why this man is depressed. Is it because he is afraid about his future? Is it because he lost his
girlfriend? Is it because he fears he will never find a new girlfriend and that he will not be able to have children?
This man clearly needs a lot of counseling. It is possible that once he feels physically better, he will also become less
depressed. On the other hand, his depression may put him at risk of not adhering to his antituberculous treatment.
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NIJIWA Conditions of the Mouth and Throat

PURPOSE

In this session, participants will learn about oral lesions, dysphagia and odynophagia, including common etiological
agents, recommended diagnostics, common findings, management and treatment.

OBJECTIVES:
By the end of this session, the participants will be able to:

1. Describe the various etiologies that cause oral lesions, dysphagia and odynophagia.

. Describe the clinical presentation of these infections.

. Explain the recommended diagnostics for each and describe the common findings for these tests.
. Provide management and treatment for these illnesses.

“» AW N

. Make a differential diagnosis using a case study approach.

TIME:
72 minutes

PREPARATION:

1. Read note to trainer on page 3. If using the table presented in step 3, prepare separate flip chart papers with the fol-
lowing headings:

Oral hairy leukoplakia Candida albicans EBV
Necrotising gingivitis ~ Herpes simplex CMV esophagitis
Kaposi’s sarcoma Aphthous ulcers & Aphthous esophagitis

2. Review case study in preparation for small group work.
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Step 1. Explain the purpose and objectives of the session (see above).
Step 2. Present the overview and the pathogens to consider in making a differential diagnosis: 1. a-b below.
(7 minutes)

1. Introduction
a. Overview

e Patients with AIDS have many different conditions involving the oral cavity.

¢ An examination of the mouth needs to be part of the physical exam of every patient suspected of HIV infec-
tion; even in the absence of complaints, oral lesions and difficulty swallowing can develop rapidly.

e DPatients often present with another complaint, and it is the presence of oral thrush that raises the suspicion of
HIV infection.

e Oral lesions may be debilitating because they interfere with correct feeding and increase the risk of weight
loss. (Painful eating and swallowing and decreased appetite are signs.) These decrease quality of life consider-
ably.

e Misdiagnosis of peptic ulcer is common.

¢ Esophageal complaints are common and present in about one-third of patients.

¢ Incidence is higher in patients with CD4<200

b. Differential diagnosis includes the following pathogens:
e Bacterial infection: Anerobic infections causing gingivitis
¢ Fungal infections: Candida albicans
e Viral infections: Epstein-Barr virus (hairy leukoplakia), herpes simplex virus (HSV),
Cytomegalovirus (CMV)
¢ Oncologic conditions: Kaposi’s sarcoma

Note to trainer: The following pages have two versions of the information on presenting signs and symptoms and
diagnostic findings. One is a table (step 3), which briefly summarizes this content in an easy to read format with a
minimum of details. The other version is the detailed content notes format that we have been using throughout this
manual. You may prefer one version over the other, depending on considerations of time, the amount of detail the
audience needs, your comfort with the format, and so on.

You will find a case study included at the end of this session. We recommend that participants use algorithms from
Appendix A as they work on it.

|
Step 3. A.  Place the prepared flip chart papers on a wall.
Invite participants to list the presenting symptoms for each of the four
pathogens listed on the flip chart papers under the appropriate heading.
Discuss the differences among the clinical presentation of each infection,
and add any they may have missed.
B.  Review the diagnostics for each.
C. Review the management of each condition.
D. Discuss the unique features and caveats for each pathogen.
(20 minutes)
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Step 4. Ask participants to describe the management and treatment of candidiasis. Provide any further man-

agement and treatment protocols that they have missed from the list below.
Summarize with the comments below.

(5 minutes)

2. Oral and esophageal candidiasis
a. Management and treatment:
Step 1: Use topical antifungals:

e Nystatin (1 tablet of 500,000 IU qid). May be sucked or chewed.
e Gentian violet: Local application of Gentian violet 1 percent aqueous solution twice daily for one week
e  Miconazole gel (60 mg qid)
* Miconazole gum patch (once daily for 7 days)
e Amphotericin B (10 mg lozenges qid) if available
* Tablets or troches: suck or chew to maintain contact with oral mucosa

Step 2: Systemic therapy (recommended when no improvement is seen after seven days with topical treatment

and for all cases of esophageal candidiasis)

¢ 1st choice — fluconazole (200 mg loading dose, then 100 mg/day until symptoms have resolved or
for a minimum of 10 days). If fluconazole is not available (affordable), then use ketaconazole
(200-400 mg /day).

e 2nd choice — itraconazole (100 mg bid, doses can be increased to a maximum of 400 mg a day for
10 to 14 days)

¢ 3rd choice — amphotericin B (IV) (0.5-1.5 mg/kg per day)

Use intermittent therapy for as long as possible to delay the emergence of resistant candida.

b.  Comments: Oral candidiasis is a rare condition in a young healthy person, but is fre-
quently the first indication of immune impairment in HIV-infected patients and
indicates that the patient is in WHO stage III.

3. Epstein-Barr virus infection (EBV)
a. Management and treatment: Primarily symptomatic

b. Comments: You need to consider EBV when making a differential diagnosis for HIV.
Infection of the HIV-infected child with EBV can be associated with lymphoid
interstitial pneumonia (LIP).

EBV is also associated with Burkitt’s lymphoma.
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Step S.

Step 6.

The following case study includes a combination of syndromes, including oral lesions. Ask the partici-
pants to break into small groups (5-6 in a group).

Have the groups select someone to report back. Distribute copies of the case study. Explain that they
are to discuss the case and answer the questions given. Instruct the participants to refer to the algo-
rithm from Appendix A, as needed, in order to determine how to manage the case.

(20 minutes)

Reconvene the group and ask a representative from each group to report on their discussion and give
their answers to the questions, with the rationale behind their thinking. Discuss their answers and add
any information from your answer sheet (see below).

(20 minutes)

Discuss any questions they may have on in-country management and treatment oral lesions, dysphagia
and odynophagia.

(10 minutes)

Total: 50 minutes

_______________________________________________________________________________________|
Case Study: Patient with oral lesions and other problems
A 26-year-old soldier has been complaining of headache since a few weeks and nausea since a few days. He gradually
lost 10 kg of body weight during the last two months. For a few days he has complained of double vision.
On physical examination, his temperature is 38°C. There is no neck stiffness. There is paralysis of the nervus
abducens of the right eye. There are several slightly swollen, dark, painless, nonpruritic lesions, relatively sym-
metrically distributed over his body on his chest and arms. These lesions appeared four months ago and are
gradually increasing. There are white patches in his mouth.

He is living alone in Accra, but his family is from a village 200 kms from the capital. He is unmarried, but his
family has already chosen a future wife for him.
A CT-scan is not available.

e What are the possible explanations for this patient’s oral lesions and other problems?
¢ How would you manage this patient?
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- _______________________________________________________________________________|
Case Study (patient with oral lesions & other problems)—Answers
Diagnosis
The slightly swollen, dark, painless, nonpruritic lesions are probably Kaposi’s sarcoma lesions. Moreover, he
has oral candidiasis. Both of these conditions indicate that the patient has a severe form of immune deficiency.
Therefore, the headache, the temperature and the nervous abducens paralysis are probably caused by an oppor-
tunistic infection. The two most likely diagnoses are tuberculous and cryptococcal meningitis. In both conditions,
neck stiffness may be absent. The diagnosis of cryptococcal meningitis can be made by a cerebrospinal tab show-
ing the cryptococci in an Indian ink preparation. An Indian ink preparation of the cerebrospinal fluid (CSF) will
show cryptococci in 60 — 80 percent of the patients. You can perform a test for cryptococcal antigen on CSF and
on serum, and it will be positive in nearly 95 percent of patients with cryptococcal meningitis. However, such
a test is expensive. Certain patients with cryptococcal meningitis present with papular or small ulcerative skin
lesions caused by the cryptococcal infection.

In the absence of cryptococci in the cerebrospinal fluid, increased protein levels, decreased glycorrhachia (glucose
in the CSF) and an increased number of white blood cells with 60 — 70 percent lymphocytes, suspect the diag-
nosis of tuberculous meningitis. In 50 percent of patients with tuberculous meningitis, there are also chest x-ray
findings suggesting active TB. In only 20 percent of patients with tuberculous meningitis, a Ziehl smear shows
acid fast bacilli. The diagnosis of cryptococcal meningitis was confirmed in this patient.

Patient’s needs — what to offer?

Medical care

Ampbhotericin B 0.7-1.0 mg/kg/day intravenously. The headache, the nausea and the nervus abducens paralysis
may suggest that this patient has intracranial hypertension. He may feel relief from a cerebrospinal tab. You can
repeat such a tap if his complaints do not disappear. Continue the amphotericin for 14 days, and then you can
switch to fluconazole 400 mg/daily for 8 to 10 weeks, followed by maintenance fluconazole treatment 200 mg/
day. The amphotericin will also cure his oral candidiasis. This patient is certainly also a candidate for antiretro-
viral treatment once his cryptococcal meningitis is under control, but it is unlikely that he will be able to afford
such treatment and that adequate follow-up will be possible in his village.

Psychosocial support

If we are not able to obtain antiretroviral treatment for this patient, his life expectancy will be short. He may
even have difficulty paying for the fluconazole. He probably has a very high viral load, and therefore may be
highly infectious if he is not using condoms. Counseling is in order to deal with issues such as the proposed mar-

riage.
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TN Skin Conditions

PURPOSE

In this session, participants will learn about skin lesions and infections, including common etiologies, clinical presenta-

tion, management and treatment.

OBJECTIVES:
By the end of this session, participants will be able to:

1. Describe the various etiological agents that cause skin lesions and infections.
. Classify skin lesions and infections by presenting signs and symptoms.

. Describe the clinical presentation of each lesion or infection.

. Discuss the treatment and management of skin conditions.

“» AW N

. Make a differential diagnosis using a case study approach.

TIME:

2 hours

(Be sure to include at least one break for this long session.)

PREPARATION:

1. Read note to trainer on page 3. If using the chart presented in step 3, prepare separate flip chart papers with the fol-
lowing headings and list the conditions found under each heading in the chart:
Bacterial Fungal Viral Prurigo & Other

2. For step 4: Review PowerPoint slides of skin lesions to make sure they are in order and follow the text. If
PowerPoint slides are not available, prepare a flip chart as follows:
Classification by presenting signs and symptoms
e Warm, inflamed, painful and/or fluctuating => a bacterial infection
¢ Discolored skin patches = a fungal infection or Kaposi’s sarcoma
e Localized eruptions or localized pimple-like swellings = a viral infection
e Prurigo/urticaria, macular, maculopapular or scaly lesions = classified as other skin conditions,
including drug eruptions, seborrhea, psoriasis and scabies

3. Review case study in preparation for small group work
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the overview and etiologies to be considered in making a differential diagnosis of skin lesions
and infections: 1. a-b below.
(7 minutes)

1. Introduction
a. Overview
® Many patients with HIV infection (80-100 percent) develop dermatological conditions at some point in the
course of the disease

e Skin conditions may be very disabling, disfiguring and even life-threatening.

b. Differential diagnosis includes the following etiologies:

e Bacterial infection: Streptococcus aureus, streptococcus species, treponema pallidum, bartonella
species

® Mycobacterial infection: M. tuberculosis, M. avium complex

e Viral infection: Herpes simplex and zoster virus, molluscum contagiosum, condylomata accu-
minata

e Infestations: Scabies

¢ Fungal infection: Seborrheic dermatitis, tinea corporis, pityriasis versicolor, penicillin marneffei,

cryptococcus neoformans, histoplasma capsulatum, candida species

Note to trainer: The following pages have two versions of the information on presenting symptoms and diagnostic
findings. One is a table (step 3) that briefly summarizes this content in an easy to read format, with a minimum

of details. The other version is the detailed content notes format that we have been using throughout this manual.
You may prefer one version over the other depending on considerations of time, the amount of detail the audience
needs, your comfort with the format and so on.

You will find case studies included at the end of this session. We recommend that participants use algorithms from

Appendix A as they work on them.

|
Step 3. A. Place the prepared flip chart papers on a wall.
Invite the participants to list the presenting symptoms for each of the four pathogens listed on
the flip chart papers under the appropriate heading.
Discuss the differences between the clinical presentation of each infection, and add any they
may have missed.
B. Review the diagnostics for each.
C. Review the management of each condition.
D. Discuss the unique features and caveats for each pathogen.
During this exercise, you can use PowerPoint slides showing each of the infections.
(60 minutes)
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MODULE 2

If not using the information from the above table as the basis for the session, the following steps apply.

|
Step 4. Show the PowerPoint slide or put up the flip chart you have prepared. Read the first one and ask the
participants to give the classification (for example, bacterial, fungal and so on). Write their answer
after the arrow. Continue down the list, one by one.
Limit any discussion at this point as more details follow.
(5 minutes)

a. Classification by presenting signs and symptoms:
e Warm, inflamed, painful and/or fluctuating —» a bacterial infection
e Discolored skin patches = a fungal infection or Kaposi’s sarcoma
e Localized eruptions or localized pimple-like swellings = a viral infection
e Prurigo/urticaria, macular, maculopapular or scaly lesions => classified as other skin conditions, including
drug eruptions, seborrhea, psoriasis and scabies

Step 5. Give the clinical presentation, management and treatment information on pages 3-11 using the

PowerPoint slides showing each of the infections.
(1-1.5 hours)

Bacterial infections:

a. Skin abscess or pyomyositis

¢ Clinical presentation: abscess or affected area is fluctuant and warm

e Management and treatment:

Surgical drainage and care of the lesion

Antibiotics:
Vancomycin, cephalexin or dicloxacillin 500 mg PO qid x 7 to 21 days
(Flu)cloxacillin 500 mg P) qid for 10 days or (flu)cloxacillin 1-2g IV qid for 10 days
In case of treatment failure, use cloxacillin or erythromycin 250-500 mg po qid x five days.
Where facilities are available to determine the antibiotic sensitivity of the micro-organisms respon-
sible for abscesses, treat in accordance with the findings.

e Comments: Although surgical drainage is all that is usually required in abscesses or pyo-
myositis, immunosurpressed patients receive antibiotics to prevent possible
development of bacteremia or septicemia during the procedure and also to
speed up recovery.

In severe cases, the patient may require IV treatment with penicillinase-resis-
tant penicillin or cephalosporins because of the risk of systemic spread.
Pyomyositis, caused most commonly by staphylococcus aureus, has emerged as
an unusual complication of HIV in Africa. In Tanzania, for example, 62 per-
cent of a series of patients with pyomyositis were HIV-infected. In the northern
hemisphere, individual cases have been reported, but the condition is rare.

b. Furunculosis or folliculitis
e Clinical presentation: Skin sepsis around hair follicles
¢ Management and treatment:
Local lesion care
Antibiotics:
Vancomycin, cephalexin or dicloxacillin 500 mg PO qid x 7 to 21 days
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(Flu)cloxacillin 500 mg P) qid for 10 days or (flu)cloxacillin 1-2g IV gid for 10 days

In case of treatment failure, use cloxacillin or erythromycin 250-500 mg po qid x five days.
Where facilities are available to determine the antibiotic sensitivity of the micro-organisms respon-
sible for abscesses, the treatment should be in accordance with the findings.

c. Hydradenitis suppurative
¢ Clinical presentation: Recurrent multiple sores and boils in the armpit or other wet areas
e Management and treatment:
Local lesion care and/or surgical drainage
Antibiotics:
Tetracycline 500 mg po bid x 6 weeks
In case of treatment failure, use cloxacillin or erythromycin 250-500 mg po qid x five days.
Amoxicillin 250-500 mg qid is also effective, and you can give it if none of the above-mentioned
drugs are available.
Where facilities are available to determine the antibiotic sensitivity of the micro-organisms respon-
sible for abscesses, treat in accordance with the findings.

d. Impetigo
e Clinical presentation: Multiple superficial skin sores
* Management and treatment:
Gently keep the lesions clean with soap and water.
As impetigo is highly contagious, maintain good hygiene and hand washing techniques to prevent spread-
ing to others.
In severe cases, give cloxacillin or erythromycin 50 mg/kg/day qid for 5 days.

Kaposi’s sarcoma
a. Clinical presentation: Dark patchy, painless swelling or nodules that are not itchy and no ring pattern,

with or without similar oral lesions

b. Management and treatment:

¢ Discrete solitary or few lesions are best left alone.

e You may treat lesions of the face or exposed parts of the body locally with cryotherapy (topical liquid nitro-
gen), intra-lesional therapy with either vinblastine (0.2 0.4 mg at two-week intervals), or alpha interferon,
and surgical excision.

e In single lesions, results with any of the treatment choices mentioned are promising.

o If lesions are disseminated or extensive, and if treatment is envisaged, do a biopsy.

e Use radiotherapy for localized intraoral or pharyngeal KS, painful cutaneous KS and lymphedema of the face
and extremities.

¢ For further management/treatment of systemic KS, see Part A, Module 2, Session 11

e Comments: Remission reported with ARVs

Association with HHV type 8
Visceral with lung involvement may mimic TB (describe x ray findings)

Fungal skin infections
a. Tinea (dermatophytosis)
e Clinical presentation: Hyper- or hypopigmented patches that are itchy, with or without a ring
pattern and with scaling
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e Management and treatment:
Use topically a broad-spectrum antifungal treatment, such as clotrimazole cream 1 percent, daily up to three weeks.
Explain to the patient that local treatment may take a long time.
Widespread dermatophytosis may necessitate systemic treatment with griseofulvin 500 mg once daily or
ketoconazole 200 mg daily for three weeks for skin lesions and up to six months for lesions of the nails.

b. Skin candidiasis
¢ Clinical presentation: Itchy, wet lesions, prominent in armpits, groin and under breast
e Management and treatment:
Local application of 1 percent aqueous solution of gentian violet or nystatin ointment twice daily, until
lesions are cleared. Might need a prolonged course of treatment.
If there is no response to therapy, try other topical antifungals drugs, such as clotrimazole 1 percent cream.
In severe cases, or if there still is no response to therapy, ketoconazole 200 mg po bid x 10 days may be

required.

c. Cutaneous lesions of systemic cryptococcus or disseminated histoplasmosis are rare, but respond well to antifun-
gal chemotherapy.

Viral infections
a. Herpes simplex (HSV)

e Clinical presentation: Painful clusters of vesicles, ulcers or lesions on the mouth or anogenital area

* Management and treatment:
Herpes simplex in HIV disease runs a chronic ulcerative course
If available, acyclovir 200mg five times daily for 7 days (14 days if disseminated mucocutaneous herpes
simplex infection)
If acyclovir is not available, treat local lesion by using local antiseptics such as gentian violet or cleaning
the ulcerative vesicles with salt water and keeping them dry.
Where available, administer chemosuppression with oral acyclovir 200-400 mg bid.

e Comments: For severe cases, the Namibia guidelines recommend acyclovir 400 mg tid for five

days; may give great relief if administered within 24 hours.

b. Herpes zoster (varicella zoster virus)
e Clinical presentation: Painful cluster of vesicles on an erythematous patch of skin in a localized
neurodermatomal distribution

* Management and treatment:
Lesions may be self-limiting and may not need more than pain relief—aspirin or paracetamol 500 mg
qgid—and local lesion care with gentian violet or antiseptics.
Local application of lidocaine gel 2 percent may help improve pain relief in some patients.
Calamine lotion is cheap, soothes the skin, reduces intense pruritus and accelerates drying up process.
Stronger analgesics are sometimes needed, such as paracetamol 1g plus codeine 60 mg q 4 hours.
Acyclovir 800 mg qid x 7 days is indicated in patients with ophthalmic lesions or disseminated zoster.
For extensive lesions present for less than 48 hours, use Acyclovir 800 mg x 5 to avoid post-herpetic pain.
Antibiotics for secondary infection — recommendations as for impetigo
Post-herpetic neuralgia is uncommon, but if present, should be treated with pain modifying agents: phe-
nytoin 100 mg slowly increasing to 250-300 mg daily or carbamazapine 100 mg daily increasing to 400
mg daily in 10 days.
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c. Molluscum contagiosum
¢ Clinical presentation: Small non-pruritic papule with a central dimple. There can be very extensive
multiple lesions, especially when on the face.
e Management and treatment:
Prick each lesion with a needle dipped in phenol then express the central core.
Alternatively, where available, use cryotherapy with liquid nitrogen or curettage. The recurrence rate is
high.
e Comments: Differential diagnosis with disseminated crytococcosis, histoplasmosis and penicilliosis.
Those systemic mycoses are usually associated with fever, pulmonary or meningeal involvement.
Remission with ARVs

d. Condylomata acuminata (genital warts)

¢ Clinical presentation: Finger-like projections on surface, with cauliflower appearance

e Management and treatment:
Treat with podophyllin 20 percent solution twice weekly until cleared.
Podophyllin 20 percent can be corrosive to the surrounding unaffected skin. You should apply it only to
the tips of the warts and wash it away no later than six hours after application. For warts on the genital
mucosa and mouth, you may apply a lower concentration of podophyllin (10 percent).
Alternatively, glacial trichloracetic acid may be applied 1-2 times a week until the lesion has cleared.
Where available, cryotherapy with liquid nitrogen is recommended.
Other alternative treatments include electro-cauterization and surgical removal.
If the number of lesions is small, treatment is best done by the patient with daily podophyllotoxin 0.5 per-
cent solution, strictly on the lesions.
Instruct the patient to take measures to prevent transmission.

e Comments: Recurrence rate is high

Prurigo and/or other skin conditions
a. Drug eruptions

e Clinical presentation: Generalized skin eruption and/or inflamed mucous membranes

® Management and treatment: Withdraw drug(s)
Local lesion care
Give oral antihistamines

e Comments: Systemic corticosteroids are immune depressing and should be given only in life-

threatening situations

Co-trimoxazole, sulfadiazine, pentamidine, acyclovir and anti-TB drugs are often associated with drug eruptions.
Thioacetazone has also been incriminated.

Drug eruptions are associated with certain ARVs: nevirapine, efavirenz, AZT and d4T.

b. HIV-associated skin rash
e Clinical presentation: Itchy generalized maculopapular skin rash; erythroderma
e Management and treatment:
Topical calamine lotion or antihistamines, such as diphenhydramine 50 mg po q 6 hours, chlorphenira-
mine 4 mg po q 8 hours, or promethazine 10 mg bid
Ultraviolet light and topical application of steroids may be helpful.
e Comments: A generalized pruritic maculopapular skin rash resulting from eosinophilic folliculitis is
typical of HIV. No specific opportunistic infection has been identified as the cause.
Treatment is mainly symptomatic.
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c. Seborrheic dermatitis or generalized erythroderma

e Clinical presentation: Generalized greasy scaling with excessive dandruff on the scalp, face and chest

e Management and treatment:
Usually responds well to topical steroids (1 percent hydrocortisone), coal tar and soothing cream
If response to therapy is poor, suspect secondary infection, which would require local antiseptics (povidone
iodine or chlorhexidine) and may need systemic antibiotics (cloxacillin or ampicillin 250-500 mg tid).
May also be complicated by cutaneous fungal infection. In this case, combine topical steroids with
clotrimazole cream 1 percent.
With coexistent candidiasis, topical ketoconazole is beneficial.
In severe cases, oral ketoconazole 200 mg daily may be indicated.

e Comments: Recurrence is frequent, and maintenance therapy may be necessary.

d. Psoriasis
¢ Clinical presentation: Extensive plaques which have well demarcated borders and are covered with
thick silvery white scales. It is often mistaken for a fungal skin infection. Lesions
are often bilateral and favor the scalp, elbow, knees, hairline and intertriginous areas.
e Management and treatment: Coal tar in salicylate ointment applied twice daily
Severe cases may respond to topical corticosteroids.

e. Scabies
e Clinical presentation: Parasitic skin infection characterized by superficial burrows, intense pruritis
(most intense at night) and secondary inflammation
e Management and treatment: Topical benzyl benzoate lotion 25 percent—Ileft on the skin to dry and then

repeated the next day. Avoid contact with the eyes.

f. Other dermatoses:  Not all HIV associated skin diseases can be easily identified or diagnosed. You may often
have to make a decision to give only symptomatic relief.

Step 6. Ask participants what would they recommend for general symptomatic relief for the conditions just

described. Write their answers on a flip chart and add any others from the list below.
(5 minutes)
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g. General recommendations for symptomatic relief:

Avoid exposure to dry wind.

Dry scaly lesions need a soothing lotion, such as calamine lotion, emulsifying ointment or vaseline.

Use bath oil; dry skin after bath by patting with a soft towel.

Oil skin after bathing with cream, body oil or lanolin.

A cucumber, cut and rubbed over itchy areas, is a good home remedy for dry itchy skin.

Local corticosteroids (hydrocortisone cream 1 percent) may be useful if inflammation is present, in the
absence of any bacterial, fungal or viral infection.

Oral antihistamines, such as chlorpheniramine 4 mg po q 8 hours and/or promethazine 10 mg at bedtime,
may be useful.

Hydroxyzine 25 mg at bedtime may be useful for severe itching.

Step 7.

Step 8.

Ask participants to break into small groups (5-6 in a group). Have the groups select someone to
report back. Distribute copies of the case study. Explain that they are to discuss the case and answer
the questions given.

(20 minutes)

Instruct participants to refer to the algorithm from Appendix A, as needed, in order to determine how
to manage the case.

Reconvene the group and ask a representative from each group to report on their discussion and give
their answers to the questions, with the rationale behind their thinking. Discuss their answers and add
any information from your answer sheet (see below).

(20 minutes)

Discuss any questions they may have on in-country management and treatment of skin lesions and infections.
(10 minutes)

\_____________________________________________________________________________________________|
Case Study: Patient with a Skin Condition
A 33-year-old French-speaking woman from Ivory Coast living in Accra complains of left thoracic pain. She
was diagnosed with HIV infection two years ago. She was tested because her husband, a businessman, had
been found to be HIV infected a few months earlier. Her husband often travels abroad and does not want any
discussion about HIV in the household. He also never wanted to use condoms. There are two children, one is
five years old and the other is three years old. Both were found to be HIV negative. So far the woman has never
experienced any complication, but she is complaining of fatigue since a few months. Physical examination reveals
a few vesicular lesions on the thorax wall, where she is feeling the pain. She is very afraid that she is developing
AIDS and that she may infect their children.
She would like to start an antiretroviral treatment.

e What is the most likely diagnosis of the patient’s thoracic pain?
What are her needs?
¢ What can you offer?
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- _______________________________________________________________________________|
Case Study (patient with a skin condition): Answers
Diagnosis:

A herpes zoster infection is causing the patient’s thoracic pain.

Patient’s needs and what to offer

Medical care

Acyclovir treatment (800 mg po 5 x/day), if available, but such treatment is not absolutely needed. The herpes zos-
ter lesions will also disappear spontaneously without complications. Provide treatment for pain and instruct patient
on good hand washing. The patient wants to get antiretroviral treatment, but is this really needed? Certainly in this
nearly asymptomatic person we would like to get a CD4 lymphocyte count before starting therapy. Her fatigue could
be related to the HIV infection or to an infectious complication, but as there are no other symptoms, such as fever

or weight loss, the fatigue could just be the consequence of the many problems this woman is facing. You could offer
prophylaxis with isoniazid po 300 mg/day, after active tuberculosis is excluded. If her CD4 lymphocyte count drops
below 200 or if she develops symptomatic HIV infection, you could add cotrimoxazole prophylaxis, although patient
should be receiving this already.

Psychosocial support

This woman may be afraid that she will develop a serious illness in the near future. A herpes zoster infection
often occurs early during HIV infection and certainly does not mean that she needs antiretroviral therapy.
During counseling, you should explain to her that because she has two healthy children and has never had any
serious infectious complication, her immune status is probably relatively good and that it is unlikely she would
develop life threatening health problems in the near future. Explain the modes of HIV transmission and stress
that there is no risk that she will transmit the virus to her children. An important problem for this woman may
be her feeling of isolation, since she cannot discuss her infection with her husband, family members or friends.
Try to have a discussion with her and her husband. Maybe you can give a referral to a nongovernmental orga-
nization (NGO) that is supporting persons with HIV infection. Because of the language barrier, and because of
the stigma associated with the infection, the woman may be reluctant to contact such an organization. She may,

however, be willing to meet or contact another HIV seropositive woman who is also French speaking.

Socio-economic support

For the time being, this family has no financial problems; but if they have to buy antiretrovirals, such problems
may rapidly develop. It is therefore important to discuss how to use the family budget optimally, to save money
for later—for the education of the children and to buy antiretrovirals at a time when they may be life saving,
but also when there will be more effective drugs at a lower price. If the family budget is limited, it is best to start
with antiretrovirals only when the patient develops clinical signs of immune deficiency, such as oral candidiasis,
or if the CD4 lymphocyte count drops below 200.
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T TTEEY Fever

PURPOSE
In this session, participants will learn about fever, including common etiologies, recommended diagnostics, common find-

ings, management and treatment of bacteremia/septicemia.

OBJECTIVES:
By the end of this session, the participants will be able to:

1. Describe the various etiologies of fever.
. Describe the clinical presentation of bacteremia/septicemia.
. Explain the recommended diagnostics and describe the common findings for these tests.

. Provide management and treatment for bacteremia/septicemia.

“L AW N

. Make a differential diagnosis using a case study approach.

TIME:
1 hour

PREPARATION:
Review case study in preparation for small group work.
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Step 1. Explain the purpose and objectives of the session (see above).
Step 2. Present the overview and differential diagnosis: a-b below.
(7 minutes)

a. Overview

¢ Defined as a recurrent or persistent fever (temperature >37.5 0C) with a duration of more than two weeks as

the only clinical presentation in a patient with HIV infection

b. Differential diagnosis includes the following etiologies:

e Protozoal infection:

e Bacterial infection:

e  Mycobacterial infection:
e Viral infection:

e Malignancies:

Malaria

Pyogenic infections of the chest, the CNS, the urinary tract, etc.

Bacteremia due to borreoliosis, salmonella, Streptococcus pneumonia, H. influ-
enzae and the like

Mycobacterium tuberculosis, atypical mycobacteria

Upper respiratory tract infections, cytomegalovirus, EBV, HIV infection itself
Lymphomas

Step 3. Ask the participants to describe the signs and symptoms (clinical presentation) of bacteremia/

septicemia. Write these on a flip chart. Add any symptoms they may have missed from the list below.

(5 minutes)

c. Bacteremia/Septicemia
e Common etiological agents:

e Clinical presentation:

Pneumococcal, meningococcal
Fever (intermittent), chills at onset, pulse weak and rapid, skin eruptions
(petechial or purpuric most common), headache, anorexia, vomiting, diarrhea,

delirium, shock, hypotension, vascular collapse, renal failure, death

Step 4. Go over the recommended diagnostics and common findings, management and treatment. Then dis-

cuss primary prophylaxis. Summarize with the comments given at the end.

(5 minutes)

e Recommended diagnostics:

e Common findings:

e Management and treatment:

e Comments:

Urinalysis for albumin, erythrocytes, leukocytes. Blood cultures for aerobic and
anaerobic organisms

Blood counts for anemia

Urine may be positive for albumin, etc.

Blood cultures may be positive

Patient may be anemic

Amoxicillin and gentamycin or ciprofloxacin. Supportive measures: adequate
nutrition and fluid intake maintain electrolyte balance with IV fluids

Requires vigorous treatment, including hospitalization
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Step S.

Step 6.

Ask the participants to break into small groups (5-6 in a group). Have the groups select someone to
report back. Distribute copies of the case study. Explain that they are to discuss the case and answer
the questions given.

(20 minutes)

Instruct the participants to refer to the algorithm from Appendix A, as needed, in order to determine
how to manage the case.

Reconvene the group and ask a representative from each group to report on their discussion and give
their answers to the questions with the rationale behind their thinking. Discuss their answers and add
any information from your answer sheet (see below).

(15 minutes)

Discuss any questions they may have on in-country management and treatment of fever.

(10 minutes)

- _______________________________________________________________________________|
Case Study: Patient with a Fever
A 17-year-old girl is complaining of high fever, headache and a sore throat. One of her teachers raped her two
years ago. Three months after the rape, she was found to be HIV seropositive. She is still studying and wants to
become a secretary.
Physical examination reveals enlarged cervical lymph nodes and exudates over both amygdala (tonsils).
She is living with her parents. The family has four children. The father has a small shop in the city. She has a
boyfriend and would like to marry next year.

e What is the most likely diagnosis?
e What are this patient’s needs?
e What can you offer?

|
Case study (Patient with Fever): Answers
Diagnosis
This girl may have been infected only two years ago. Therefore, her immunological status is probably good.
There is no reason to suspect a serious HIV-related complication. Her symptoms could be explained by a strep-
tococcal angina or a mononucleosis infection.

Fatient’s needs — What to offer?
Medical care
You could give penicillin for the angina.

Psychosocial support

This patient may have problems coping with her HIV seropositivity and the way she acquired the HIV infection.
She may have problems with disclosing her seropositivity to her boyfriend. She probably would like to have chil-
dren with her future husband. Counseling should address all these issues.
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TSR Prophylaxis of Opportunistic Infections

PURPOSE

In this session, participants will learn about prophylaxis for selected opportunistic infections.

OBJECTIVES:

By the end of this session, the participants will be able to:

1.

&) WSS T NGRS

TIME:

Describe the prophylactic use of TMP/SMX and INH.

. Describe the WHO recommendations for TMP/SMX and INH.

. Discuss when to prescribe prophylactic treatment, to whom, and which regimen to use.

. Describe other preventive measures, such as 23-valent pneumococcal vaccine, antifungals and hepatitis vaccine.
. Discuss the purpose of secondary prevention and describe the different regimens.

. Discuss local and national guidelines regarding the prophylaxis of opportunistic infections.

1 hour 30 minutes
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Prophylaxis for Selected Ols: Indications and Treatment Guidelines

Step 1. Explain the purpose and objectives of the session (see above).
Step 2. Present the overview: a-d below.
(5 minutes)

1. Overview
a. Prevention of opportunistic infections in developing countries is quite different from that in the Western world.
For example:
e Many AIDS patients in Africa do not survive long enough to develop CMV or MAC .
e With limited resources, CD4 counts are not available in most sites. This limits the ability of providers to fol-
low disease progression.
e HIV infection is often diagnosed only at an advanced stage of disease in developing countries.

b. Important opportunistic infections for HIV-infected individuals in the developing world are:
e Tuberculosis: widespread
e Pneumococcal disease: widespread
e Nontyphoid salmonellosis: particularly East and West Africa, Thailand and Cambodia
e Cryptococcosis: particularly East and South Africa, Thailand and Cambodia
e Pneumocystis carinii or p. jiroveci pneumonia (PCP): South Africa and Asia
e Penicilliosis: Thailand

e Bacterial infections

c. Some of the prevention measures recommended in the U.S. (see: “Prophylactic Treatment as Recommended in the
U. S.” below) are not too expensive and may provide opportunities to prevent Ols in developing countries. These
include:

e TMP/SMX for PCP, cerebral toxoplasmosis and various bacterial infections
e INH for tuberculosis

d. Indications for prophylaxis in developing countries include use of the WHO clinical stage, CD4 count and, in
some situations, viral load.

e. General prevention measures:

¢ Avoid unpasteurized dairy products, raw or undercooked eggs, meat, poultry or fish as sources of salmonella
infection.

e Avoid undercooked or raw meat as a source of toxoplasmosis. Risk of transmission can be reduced if meat is
adequately cooked and vegetables and fruit are carefully washed before eating. Also avoid exposure to cats to
the degree that this is possible.

e If no safe water supply is available, advise patients and family to boil drinking water to avoid diarrheal dis-
eases such as cryptosporidiosis.

¢ Moldy sugar cane or bamboo are possible sources penicillium marneffei infection (in Thailand).
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|

Step 3. State that cotrimoxazole (TMP/SMX) is an effective prophylaxis. Ask the participants for what infec-
tions it is used and correct or add any that they miss.
(5 minutes)

Step 4. Present the UNAIDS/WHO recommendations and explain that later in the session there will be a dis-
cussion of in-country guidelines and other issues.

(20 minutes)

2. Prophylaxis/preventive measures

a. Cotrimoxazole (TMP/SMX)

e An effective prophylaxis against:
Various bacterial infections: Streptococcus pneumoniae, salmonella species and nocardia
Pneumocystis carinii or p. jiroveci (PCP)
Toxoplasmosis
Isospora belli
Cyclospora

e According to UNAIDS, cotrimoxazole should be used for prophylaxis in adults and children living with
HIV/AIDS in stages II, III and IV in Africa as part of a minimum package of care.

e UNAIDS/WHO recommendations: see page 162.
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UNAIDS/WHO Recommendations for Ol Prophylaxis

Overview:

« Recruit candidates for cotrimoxazole prophylaxis from all lev-
els of health care facilities, AIDS service organizations and
nongovernmental organizations.

« Trained health care personnel should make initial prescrip-
tion of prophylaxis.

- Provide counseling.

Cotrimoxazole prophylaxis should be
offered to:

1. HIV-positive adults (defined as over the age of 13 years),
including:
«+ All persons with symptomatic HIV (Stage II, lll, IV)
« Asymptomatic individuals who have a CD4 count of 500
or less, or a total lymphocyte count equivalent
+ Pregnant women after the first trimester

2. HIV-exposed infants from six weeks of age, including:

+ Any child born to an HIV-infected woman, regardless of
whether the woman received ARV therapy during preg-
nancy
Any child who is identified as being HIV-infected within
the first year of life, either by PCR, HIV serology or by a
clinical diagnosis of HIV infection (according to WHO/
national guidelines)

Children older than 15 months who have had a PCP
event, have symptomatic HIV disease, an AIDS defining
iliness or have CD4 percentage less than 15

Use PCR or other special diagnostic tests, if available, to con-
firm the diagnosis in children.

Do not use CD4 count/total lymphocyte counts (TLC) to
decide whether to initiate therapy in this period because they
do not predict the risk of acquiring PCP in infants less than
one year of age.

The recommended
drug regimens are:

Adults:
« 1 double strength (DS) tablet daily or 2 single strength (SS)
tablets daily:
1DS = SMX 800 mg + TMP 160 mg
1SS = SMX 400 mg + TMP 80 mg

Children:
+ Administer cotrimoxazole syrup once a day on a daily basis.
- If syrup is unavailable, use crushed tablets.

The health professional may switch from syrup to tablet to
ensure continuing access to medication.

The recommended dose is TMP 10 mg/kg, SMX 50 mg/kg.

Duration of treatment:

Give prophylaxis lifelong both for adults and children over
the age of 15 months.

For infants up to 15 months, prophylaxis should continue
until HIV infection has been reasonably ruled out and the
risk of exposure has ceased.

For children older than 15 months, administer prophylaxis if
they have had a PCP event, have symptomatic HIV disease, an
AIDS-defining iliness or have CD4 percentage less than 15.




Criteria for stopping treatment:

In both adults and children, stop prophylaxis:

« in the event of severe cutaneous reactions, such as fixed
drug reaction and Stevens Johnson syndrome, renal and/or
hepatic failure, and severe hematological toxicity.

- if antiretroviral agents become available and when CD4 is
greater than 500, or when on ARVs with CD4 > 200 for six
months.

Adverse reactions:

Adverse reactions are common, especially in Western coun-
tries, and tolerance is said to be better if you use one SS a day
or one DS three times a week.

Make every effort to continue prophylaxis with cotrimoxazole
because it is more active against PCP than alternative regi-
mens, and it is also protective against toxoplasmosis, bacterial
respiratory infections and some enteric pathogens.

Lower doses of cotrimoxazole, although better tolerated,
are less effective than the recommended daily DS tablet.
Moreover, the efficacy of lower doses of TMIP/SMX on other
opportunistic infections, in particular toxoplasmosis, is not a
given.

Alternative regimens:

Dapsone 50 mg 2 x daily or 100 mg once daily as the first
alternative, if a patient does not tolerate TMP/SMX . Consider
also for CD4 < 200 as protection against PCP.

In patients with CD4<100 and positive toxoplasma antibodies,
add pyrimethamine 50 mg weekly + folinic acid 25 mg weekly
to this regimen. This regimen is much more expensive and
complex than the cotrimoxazole preventive therapy.

Pentamidine aerosols 300 mg/ month are more difficult to
implement, are less effective in preventing PCP, and their
effect on toxoplasmosis is not entirely understood

In cases of nonlife -threatening adverse reactions, stop treat-
ment for two weeks; then re-challenge the patient with TMP/
SMX in a gradually increasing dose. For example:

TMP/SMX suspension (40 mg TMP + 200 mg SMX/5 ml): 1
ml daily for 3 days, 2 ml daily for 3 days, then 5 ml daily for 3
days, then 10 ml daily for 3 days, then 20 ml daily for 3 days,
then 1 DS tab daily or 1 SS tab daily (if DS is not supported)

After desensitization under surveillance, up to 70 percent of
patients may again tolerate TMP/SMX.

Fansidar® (sulphadoxine/pyrimethamine), 1 or 2 tablets
weekly, is likely to have a preventive activity against PCP and
toxoplasmosis.
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Follow-up:

« Use cotrimoxazole prophylaxis where regular follow-up of
patients is possible.

« In adults, initially follow-up should be every month and
then every three months, if the medication is well tolerated.

« Evaluate children on a monthly basis.

« In adults and children, monitor for toxicity, clinical events
and compliance.

« Monitoring of adults should also include measuring of
hemoglobin and white blood counts every six months
where facilities are available or when clinically indicated.

Monitoring:

« Interventions to help PLHA in Africa are urgently needed.

« Each country should develop an implementation and moni-
toring plan for cotrimoxazole prophylaxis.

« Concurrent monitoring for clinical effectiveness is impor-
tant, especially in areas where there is widespread resis-
tance to cotrimoxazole. In addition to cotrimoxazole pro-
phylaxis, investigation into new interventions is needed.

Evaluation

A task force led by UNAIDS will develop program evaluation

and clinical effectiveness indicators. These could include sur-

veillance for:

- Background rates of opportunistic infections and antimicro-
bial resistance

« Changes in antimicrobial resistance to cotrimoxazole (includ-
ing impact on the treatment of malaria)

« Acute and cumulative toxicities

Research

Research activities could cover:

- Comparative studies to identify affordable alternative thera-
pies

« Further studies on dose and time of initiation

- Willingness and ability to pay at the household level for cotri-
moxazole prophylaxis
« Impact on household income, savings and expenditures

Cost

TMP/SMX in the recommended dose of 1DS daily costs $US60
per year.

Distribution:

Cotrimoxazole can be:

- Given through community clinics and home-care projects

- Integrated into counseling activities, with renewal of the
cotrimoxazole prescription at the same time as the coun-
selor does regular follow-up of the PLHA
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Step 5. Present the overview on INH and WHO recommendations: b. below. Explain that you will discuss

country guidelines later in the session.
(15 minutes)

b. Isoniazid (INH)

e HIV infection is the strongest known risk factor for the progression of latent TB infection to active TB.

¢ In countries with high TB prevalence, between 2.4 percent and 7.5 percent of HIV-infected adults may devel-
op active TB each year. In those with a positive PPD test, the rate rises to between 3.4 percent and 10 percent
per year, with a lifetime risk of 50 percent.

e The mechanisms of this include reactivation of latent infection and/or a re-infection with mycobacterium
tuberculosis, characterized by a rapid progression towards active disease and a rapid progression of primary-
infection.

e Before the AIDS epidemic, preventive therapy for tuberculosis was never recommended in developing coun-
tries (poor cost-effectiveness, high rate of reinfection) except for breast-feeding infants of mothers with PTB
or for children <5 years old living with infectious persons.

e Preventive therapy is now being reconsidered as a public health strategy because of the high incidence of TB
in HIV-positive patients in developing countries. Active TB might accelerate the clinical course of HIV infec-
tion.

¢ In the pre-AIDS era, several placebo-controlled trials in the USA and Europe demonstrated the efficacy of
INH prevention in PPD-positive persons, which is believed to be at least 60 percent.

e The cost of this drug is about $US60 per year.

e WHO recommendations: Preventive therapy (PT) against tuberculosis in people living with HIV
Several large randomized controlled trials have now demonstrated that PT is effective in preventing TB in
individuals dually infected with HIV and M. tuberculosis. However, studies of the feasibility of PT demon-
strate that the process required to target appropriate individuals, to exclude active tuberculosis, to deliver PT,

and to achieve compliance is complex and inefficient.
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Prerequisites:

The following should be in place before considering a PT
service:

« Adequate capacity for HIV counseling
- Adequately trained health care staff
- Linkage between HIV care and TB control services

- TB treatment services that have a high probability of curing
cases of TB identified through the PT service (defaulter and
failure rate <10 percent)

Recommendations to governments:

In settings that meet the above standards:

1. PT against tuberculosis should be part of a package of care
for people living with HIV/AIDS.

2. PT should be used only in settings where one can exclude
active TB cases and ensure appropriate monitoring and
follow-up.

3. Information about tuberculosis, including preventive thera-
py, should be provided to people with HIV.

4. PT should be provided from within settings that include
established voluntary counseling and testing (VCT) services
for HIV.

5. Detection and cure of infectious tuberculosis cases contin-
ues to be the priority for TB control programs.

6. National authorities must regulate the procurement and
supply of tuberculosis drugs to prevent the development of
drug resistance.

Those who have a positive HIV test
should receive:

1) Counseling on tuberculosis
People living with HIV risk developing TB. They should
receive health education and be encouraged to seek early
diagnosis and treatment of cough and other symptoms sug-
gestive of TB.

2) Screening for active tuberculosis
PT is inadequate treatment for active TB and could lead to
the development of drug resistance, if taken in such cases.
Therefore, exclude active TB before starting PT.
Do a chest x-ray for every individual before considering PT.

Target those most likely to benefit
from PT:

PT is recommended for PPD-positive HIV-infected individuals
who do not have active tuberculosis

In some settings, PPD testing may not be feasible. Under these
circumstances, the following individuals may still be considered
for PT if they are infected with HIV:

« Those living in populations with a high prevalence of tuber-
culous infection (estimated to be >30 percent)

« Health care workers

« Household contacts of TB patients
« Prisoners

« Miners

- Other selected groups at high risk of acquisition or transmis-
sion of TB




Drug regimens:

Providing preventive therapy to those without active tuber-
culosis:

The strongest evidence is for using INH alone. Trials using

combination treatment report higher rates of adverse
drug reaction.

Isoniazid is the regimen recommended in developing
countries.

Isoniazid may be given as a daily, self-administered ther-
apy for six months at a dose of 5 mg/kg to a maximum of

300 mg. See these individuals monthly and give them a
one-month supply of medication at each visit.

Compliance may be improved by giving an additional
two-week emergency buffer supply for use if the indi-
vidual has to defer his or her monthly review.

To eliminate the risk of promoting rifampicin resistance
through inadequate screening procedures or misuse of
the tablets, rifampicin-containing regimens are not rec-
ommended.

Contraindications for PT:

Preventive therapy is contraindicated in patients with active
tuberculosis and in patients with active (chronic or acute)
hepatitis.

Active tuberculosis must be excluded before beginning pre-
ventive therapy.

For individuals who consume alcohol daily, give isoniazid with

caution.

MODULE 2
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Step 6. Summarize with the conclusions below.

(3 minutes)

¢ Conclusions
Preferably, there will already be programs with cotrimoxazole prevention for PLHA that show proof of good
patient adherence and have strategies in place to follow up on defaulters.
INH prophylaxis is recommended for all known HIV-infected persons without performing a PPD skin test.
It is important to exclude active TB before starting the PT.
In practice, this means that PT is only for asymptomatic PLHA who are in WHO clinical stage I and II and
who have a negative chest x-ray.
Patients who have a clinical stage III disease, such as oral candidiasis or oral hairy leukoplakia, with no other
symptoms, might also be candidates for starting preventive therapy (no prolonged fever, no chronic diarrhea,
no recurrent severe bacterial infections).
Dose of INH: 5 mg/kg, with a maximum of 300 mg daily, for a duration of six months (WHO guidelines)
All projects facing difficulties in the control of tuberculosis (high defaulter rates, unregulated drug supply
leading to incomplete TB treatment by private providers and national TB programs, high treatment failure rate,
and so on) should not start INH preventive therapy on a routine basis.
Projects wanting to implement PT should have a close working relationship between HIV and TB services. The pro-
grams should have qualified counseling staff, a high cure rate for TB and a low defaulter rate (less than 10 percent).
All projects, except pilot projects in HIV/AIDS care, should follow the national guidelines.
Attachment 3 in Part A, Module 4, Session 2, presents Prophylactic Treatment as Recommended in the U. S.

|
Step 7. Tell the participants they will now have an opportunity to discuss any in-country guidelines and any
issues they may have. Ask them to break into two groups and select a recorder.
The first group will discuss the use of TMP/SMX prophylaxis in their local situation, specifically:
Are there any in-country or national guidelines?
How do they compare to the UNAIDS/WHO guidelines discussed today?
Do they have any concerns about these guidelines and/or the use of TMP/SMX prophylaxis?
What recommendations would they make?
The second group will discuss the same questions in connection with the use of INH prophylaxis in
their local situation.
(20 minutes)
Step 8. Reconvene the group and ask the recorder from each group to report on their discussion around the
questions above. Then discuss any concerns they may have and possible solutions.
(20 minutes)
Step 9. Describe other preventive measures and secondary prevention: 2. ¢ and 3. a-d below. At the end, ask
the participants if they have any questions.
(10 minutes)
Total: 50 minutes
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c. Other preventive measures

e 23-valent pneumococcal vaccine

HIV-infected people are at increased risk of invasive pneumococcal disease caused by streptococcus pneu-
moniae.

The frequency of recurrent S. pneumoniae infection in patients with prior pneumococcal disease is quite
high (26 percent in a group of Kenyan sex workers).

The 23-valent-pneumococcal vaccine is immunogenic in HIV-infected people. However, it remains to be
determined whether these antibody responses translate into clinical efficacy.

One study in Uganda did not show any benefit. Pneumococcal disease was even more frequent in the
vaccinated group than in the control group. The 23-valent vaccine may be inadequate for the prevailing
pneumococcal serotypes in that region. Ongoing trials in Gambia, Malawi and South Africa using newer-
generation conjugate pneumococcal vaccines may show better results.

e Antifungals

You might consider primary prophylaxis with fluconazole or itraconazole in some regions with an unusu-
ally high incidence of cryptococcal meningitis or P. marneffei.

However, primary prophylaxis of fungal infections is expensive, and therefore not feasible in developing
countries. As the price of fluconazole continues to go down, it might be appropriate for regions with a
high incidence of cryptococcosis.

In the Thai ARV project, all PLWH/A receive fluconazole prophylaxis 200 mg 3 x weekly when the CD4
count is below 50.

Other preventive doses used are fluconazole 400 mg weekly, 100 mg daily or 200 mg daily.

There have been no randomized trials in high prevalence countries. However, even in the industrialized
world, most clinicians are reluctant to use azoles for primary prophylaxis because of the potential promo-

tion of azole-resistant candida species.

e Hepatitis B vaccination

HIV-infected patients have a higher risk of hepatitis B because of common risk factors. Patients who are
HIV-positive are more likely to develop chronic hepatitis.

In the industrialized world, hepatitis B vaccination is recommended for certain risk groups, such as IV
drug users, homosexuals, household contacts of hepatitis B carriers, health-care workers and sex workers.
In developing countries, although EPI programs include vaccination against hepatitis B, it is not routinely
recommended in adult HIV patients because very few countries are able to purchase the vaccine.

3. Secondary prevention

a. Lifelong secondary prophylaxis has been advocated for most Ols because of the high rate of recurrence.

For patients on ART, a CD4 < 200 for three to six months for most Ols is considered an indication to discon-

tinue OI prophylaxis. Specific recommendations for each OI are still being developed for resource-constrained

settings.

b. Tuberculosis

Until now, secondary prevention for TB has not been advocated.

Extended therapy (beyond 6-9 months of treatment) has been shown to reduce the incidence of relapse, but
has shown no benefit in terms of survival.

Although no firm recommendation can be made, the results of a study done in Haiti favor the use of second-
ary INH prophylaxis in patients who had symptomatic HIV disease before the initial diagnosis and treatment
of TB.
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PCP
e TMP/SMX:

. Fungal infections

e P. marneffei:

e Cryptococcus neoformans:

e Oral thrush/
esophageal candidiasis:
¢ Toxoplasmosis:

® Mucocutaneous

herpes simplex:

The recommended dose is one DS daily. Tolerance is improved with lower
doses (see notes on primary prophylaxis, above).

Itraconazole 200 mg daily is effective in reducing the relapse of P. marneffei in
HIV patients who were successfully treated with amphotericin B.

Fluconazole 200 mg daily is the first choice, or amphotericin B, IV, once a
week, or fluconazole 200 mg 3 x weekly

Another possible regimen to explore is fluconazole 400 mg once a week. Once-
weekly fluconazole 400 mg was shown to be as effective as daily fluconazole
200 mg in primary prevention of deep fungal infection (candidal esophagitis,
candidaemia, cryptococcosis, coccidioidomycosis, blastomycosis and histoplas-
mosis). The weekly dose was only half as effective as the daily dose in prevent-
ing oral thrush.

Fluconazole 100-200 mg daily— only if recurrences are severe and frequent:
TMP/SMX1DS daily

If frequent and severe recurrences: acyclovir 200 mg 3 x daily or acyclovir 400
mg 2 x daily

4. Necessary drugs and diagnostics: A summary

Drugs Diagnostics

First line:

« Fluconazole - Itraconazole

« Isoniazid « TMP-SMX
Second line:

« Dapsone « Folinic acid

- Fansidar « Pyrimethamine

Chest x-ray
Complete blood count
Liver function tests
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TSR Diagnosis and Management of HIV-Related Cancers

PURPOSE
In this session, participants will learn about the pathology, clinical features, management and treatment of Kaposi’s sarco-
ma (KS). They will also learn about the clinical features, treatment and management for nonHodgkin’s lymphoma (NHL)

and central nervous system (CNS) lymphoma.

OBJECTIVES:

By the end of this session, the participants will be able to:
1. Describe the pathology, clinical features, management and treatment for KS.
2. Describe the clinical features, management and treatment of NHL and CNS lymphoma.
3. Discuss the diagnosis, management and treatment of HIV-related cancers in local settings.

TIME:
45 minutes
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Step 1. Explain the purpose and objectives of the session (see above).
Step 2. Present the introduction to Kaposi’s sarcoma: a. below.
(5 minutes)

1. Kaposi sarcoma (KS)
a. Introduction and pathology

e KSis a spindle-shaped cell tumor thought to be caused by the human herpes virus-8 (HHV-8).

e May occur at any time, regardless of the CD4 cell count, but becomes more common and aggressive as CD4
count drops.

e Occurs almost equally among men and women.

e Peak age is from 15-45 years, like that of HIV infection

e Is often disseminated and involves many organs of the body—skin, lymph nodes, mouth, lungs, brain, gastro-
intestinal system, liver and spleen

e Usually responds poorly to anticancer treatments because of underlying immunosuppression

Step 3. Ask participants what are the clinical features of KS. Write their responses on a flip chart. Correct,

and add any features from the list below.
(10 minutes)

b. Clinical features:

¢ Painless, nonitching skin lesions which may be macular, papular, nodular or plaque-like.

e Oral lesions that may occur first and are usually present when KS lesions are elsewhere.

e Generalized or localized swelling of the face, genital area or one or more of the lower and upper limbs,
resulting from lymphatic infiltration causing lymphedema.

e Generalized lymphadenopathy resulting from adenopathic KS.

e Localized lesions (for example, eye, foot or hand).

e QOccasionally a patient may present with abdominal pain, GI bleeding and distension from visceral KS; this
may lead to abdominal obstruction.

e Cerebral KS may present as a space-occupying lesion that is difficult to differentiate from other possible
causes.

e Disseminated pulmonary KS presents with progressive shortness of breath and persistent cough with frothy
or blood-stained sputum. In some patients, nodular lesions may be present on chest x-ray. Bloody or blood-
stained pleural effusion is another manifestation of KS in the chest.

e Diagnosis is confirmed by punch biopsy of a cutaneous lesion.

e Excessive bleeding may complicate biopsy of oral lesions, which should be done by an oral surgeon, if neces-
sary.
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Step 4. Describe the management and treatment of KS: c. below.

(10 minutes)

c. Management and treatment
e Standard treatment is either chemotherapy or radiotherapy
For treatment of systemic KS, alpha interferon alone (or in combination with zidovudine) has been used
in patients with severe immunodepression. The treatment may benefit up to half of the patients, but only
temporarily.
For rapidly progressive and/or disseminated mucocutaneous disease, or when the tumor compromises the
function of vital organs, chemotherapy may effect rapid tumor regression and be lifesaving.
Among the drugs reported to be effective: liposomal daunorubicin; adriamycin; bleomycin + either vineris-
tine or vinblastine; vincristine/vinblastine; bleomycin/vinca alkaloids
The main threat to life is not usually the cancer itself, but the underlying immunodeficiency and associated
opportunistic infections or neoplasms other than KS. Initially KS lesions may be few, small and asymp-
tomatic. Radiotherapy or chemotherapy treatment given at this stage may further damage the immune
system, making the patient more prone to Ols. The patient may then be worse off than before treatment
was started. Before considering referral of a patient with KS, weigh the benefits and disadvantages, and, if
necessary, discuss with the patient and caring family.
¢ Indications for treatment:
Numerous, unattractive, painful or ulcerating lesions
Bulky lesions of the mouth or tongue that interfere with feeding
Large eye lesions that interfere with vision
Life threatening complications like disseminated pulmonary KS associated with severe shortness of breath,
massive oral lesions that interfere with feeding and GI visceral lesions that obstruct internal functions (if a
diagnosis can be made)
Severe swelling from lymphatic obstruction affecting the face, genital organs and limbs
Occasionally patients may request treatment for cosmetic reasons. They should receive proper counseling
on the available treatment options and their advantages and disadvantages.
Treatment of Kaposi’s and other cancers with chemotherapy affects the immune system. If the patient has
only one or two KS lesions, it may be better to postpone chemotherapy.
e Treatment options
Surgical excision: for isolated lesions or nodules; recurrence may be a problem
Radiation:
Effective for localized lesions
Most effective for relief of bleeding (80 percent) and least effective for relief of edema (<30 percent)
Side effects range from mild erythema to moist desquamation of the skin and blistering, painful mucosal
reactions in oral lesions
Response is usually progressive over a few weeks
Complete remission in 70 percent of cases, but is usually temporary
If recurring, give further treatment.
Chemotherapy:
Use intralesional cytotoxic chemotherapy for some lesions. However, systemic chemotherapy is more often
used for widespread KS.
Combination therapy, even in reduced doses, yields good results.
Drugs tend to depress bone marrow and cause pancytopenia so they are best given with a near normal
white cell count. Unfortunately, neutropenia is a common complication of HIV disease, so many patients
are unable to tolerate chemotherapy.
Visceral KS responds poorly to chemotherapy.
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Step 5. Present the information on NHL and CNS lymphoma: 2.a-b and 3.a-b below.

(10 minutes)

2. NonHodgkin’s lymphoma (NHL)
a. Clinical features
e Systemic symptoms include fever, night sweats and unexplained weight loss.
¢ Clinical features include lymphadenopathy, splenomegaly, pancytopenia, bowel obstruction, ascites, cra-
nial nerve lesions, spinal cord suppression, and nerve root lesions, plus cutaneous, testicular and lung mass

lesions.

b. Management and treatment
e Various chemotherapy protocols (as used in seronegative patients) given in several courses over a number of
months
e Prognosis is often poor, particularly with CD4 cell count <100/ml.

3. Central nervous system lymphoma
a. Clinical features:
e Occurs at total CD4 counts well under 100 cells and is a typical end-stage complication
¢ Definitive diagnosis is made by brain biopsy or CSF cytology in the presence of (a) space-occupying lesion(s)
on CT or MRI scan.
e Because brain biopsy may be difficult to obtain, patients who fail a trial therapy for toxoplasmosis are often
assumed to have CNS lymphoma.

b. Management and treatment
e There is no effective cytotoxic chemotherapy, and irradiation is considered palliative.

e Survival after diagnosis is usually limited to a few months.

Step 6. Ask the participants if they have any issues, concerns and/or questions about the in-country diagnosis,

management and treatment of HIV-related cancers in their local situation, and discuss.

(10 minutes)
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PART A

Module A3

Special Issues in Managing Women and Children with HIV Disease

Session 1: HIV and Pregnancy: Prevention of Mother-to-Child Transmission
This session gives a brief overview of HIV infection and discusses mother-to-child transmission (MTCT), including the
factors that may increase transmission, measures that reduce MTCT and the use and limitations of ARV therapy as a

preventive measure.

Session 2: Management of HIV Disease in Women
Participants learn about the common manifestations of gynecological problems in HIV-infected women, including com-
mon etiological agents, clinical features, management and treatment.

Session 3: Management of HIV Disease in Children

Participants learn about the diagnosis of HIV in children and the management and treatment of HIV-related condi-
tions, including persistent diarrhea, oral thrush, respiratory conditions, persistent or recurring fever, failure to thrive,
lymphadenopathy and skin conditions.
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IR HIV and Pregnancy: Prevention of Mother-to-Child Transmission

PURPOSE
This session gives a brief overview of HIV infection and discusses mother-to-child transmission (MTCT), including the fac-

tors that may increase transmission, measures that reduce MTCT and the use and limitations of ARV therapy as a preven-

tive measure.

OBJECTIVES:
By the end of this session, the participants will be able to:

1. Describe the effects of HIV on pregnancy.

2. Discuss MTCT, factors that may increase transmission and measures that reduce transmission.

3. Describe how ART is used for the prevention of MTCT.

4. Describe the various regimens used during pregnancy, intrapartum and postpartum, including short course ART.
5. Discuss the relationship between ART and breast feeding and WHO recommendations.

6. Discuss national guidelines with regard to HIV and infant feeding.

TIME:
1 hour
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Step 1. Explain the purpose and objectives of the session (see above).

Step 2. Present the general overview: A. 1-2 below.
(7 minutes)

A. HIV Infection and Pregnancy

1. Introduction:
Each year, worldwide, two million women infected with HIV become pregnant, most of them in poor countries.
Between one-quarter and one-third transmit the disease to their newborns, either during labor, during delivery, or
while breast-feeding. That translates into about 2,000 new HIV-infected infants each day. Children born to HIV-
infected mothers who die are left orphaned and are harder to care for than the HIV-negative infant.

a. percent of women are HIV positive (give country-specific numbers) and prevalence is higher in areas.
b. HIV presentation is the same in both sexes, but the disease has greater implications on a woman’s reproductive
health-her ability to cope with pregnancy and the possibility of transmission of the virus to her unborn and

newborn child.
c. During the asymptomatic phase of HIV, most women are unaware of their infection until the disease is diag-
nosed in their infants. This may cause conflict within the family; relatives think she brought in the infection.

(PMTCT programs are working to increase women’s awareness.)

2. Effects of HIV on pregnancy

a. Some studies in Africa suggest that HIV may have an adverse affect on fertility in both symptomatic and asymp-
tomatic women. Pregnancy rates are lower and pregnancy loss more common in those who are HIV infected.
Others state that fertility is affected only in late HIV disease.

b. When comparing changes in CD4 count/percentage over time, there is no difference between HIV-positive preg-
nant and non-pregnant women.

c. HIV does not seem to be a significant cause of congenital abnormalities or spontaneous abortion.

d. Pregnancy does not accelerate disease progression in early HIV infection.

e. Late HIV disease may affect the outcome of pregnancy, that is, poor fetal growth, preterm delivery, low birth
weight and prenatal and neonatal death.

f. Common HIV-related problems are no different in pregnant and non-pregnant women, and both groups should
receive the same management (except for drugs that are contraindicated or used with caution, like streptomycin

and efavirenz).

|

Step 3. Describe how HIV is transmitted through MTCT. Then ask the participants to name the factors that
may increase the risk of transmission. Write their answers on a flip chart, and add any factors they
may have missed from the list below.

(10 minutes)

Step 4. Ask participants what measures can be taken to reduce MTCT, and write their responses on another
flip chart paper. Add any measures they missed from the list below and answer any questions they
may have.

(10 minutes)

179



HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

B. Mother-to-Child Transmission (MTCT) of HIV

1. Transmission

a. HIV may be transmitted to the infant during pregnancy, at the time of delivery, and through breast feeding; most
transmission is thought to take place during delivery.
For a mother known to be HIV-infected prenatally, the additional risk of transmitting HIV to her infant through
breast feeding has been estimated at 14 percent. For mothers who acquire HIV postnatally, the risk is as high
as 29 percent. Many studies indicate that the risk of breast milk transmission is higher in the first few months
of life, with a subsequent tapering off of risk. However, the risk persists as long as the infant is breast fed. HIV
transmission is also higher if the mother has mastitis.

b. Factors that may increase the risk of transmission:
e High maternal viral load: >5-10,000 copies/ml (at time of seroconversion), and, during late HIV disease, CD4
cell counts <100 cells/mm
e Recurrent STDs
e Malaria interferes with placental functions and eases viral transmission across the placenta
e Vitamin A deficiency
e Preterm delivery
¢ Firstborn twin
¢ Infected amniotic fluid (chorioamnionitis) (Limited data; recent studies do not suggest increased risk)
e Vaginal delivery
e Duration of rupture of membranes is longer than four hours
e Placental disruption
¢ Invasive procedures during delivery (for example, vacuum extraction, episiotomy, use of forceps, fetal scalp
monitoring)
e Mechanical nasal suction after delivery
¢ Breast feeding, and especially mixed feeding
One study suggests that mixed feeding may be a greater risk because the infant has a higher risk of contracting a
viral or bacterial GI infection, which then compromises the integrity of the intestinal wall and makes it easier for
the HIV virus to pass into the infant’s bloodstream.

c. Measures to reduce MTCT:
® During pregnancy
e Provide voluntary counseling and HIV testing, plus psychosocial support.
¢ Diagnose and provide aggressive treatment of malaria, STDs and other infections as early as possible.
¢ Provide basic antenatal care including:
¢ Iron supplementation
¢ Discussion of MTCT and infant feeding options
e Starting ART for MTCT (see recommendations below)
e Information on practicing safer sex
¢ During labor and delivery
¢ Delay rupturing of membranes
¢ Do only minimal digital examinations after rupture of membranes
¢ Cleanse the vagina with hibitane or other virucides, if available (this procedure is more likely to reduce
puerperal sepsis than HIV transmission)
e Reduce use of assisted delivery with forceps and the like and episiotomies
o Elective caesarean section has been demonstrated to have a more protective effect against MTCT than
vaginal delivery. However, caesarean section has limited applications in resource-constrained settings
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where the procedure is associated with increased rates of maternal morbidity and mortality and transmis-
sion to health care workers can be an additional risk.
e If not already on ART, give NVP.

o After delivery

¢ Avoid mechanical nasal suction.

¢ Cleanse the newborn immediately of all maternal secretions and blood.

e Support safer infant feeding (according to national guidelines about mother’s choice to put the infant to
breast within 30 minutes of birth).

e If mother chooses breast feeding, encourage exclusive breast feeding, and advise early cessation (up to six
months) or BMS.

e Advise giving milk substitutes where conditions are suitable, and no breast feeding after six months.

Step 5. Discuss the risks and benefits to the infant of breast feeding vs. replacement feeding.

(10 minutes)

e Current WHO/UNAIDS/UNICEF guidelines recommend that women with HIV infection be fully informed of
both risks and benefits of breast feeding and be supported in their decision about feeding practices.

e Safe alternatives may not exist in some resource-limited settings; for example, there may be only unsafe or
inadequate water available for mixing formulas. In that case, recommend exclusive breast feeding for the first
six months of life.

Comparative risks and benefits of breast feeding and replacement feeding:
e Risks to the infant
e HIV infection
e Infection risk persists for as long as the infant is breast feeding
e Children who receive mixed feeding seem to be at higher risk of HIV infection during the first months of
life than children who receive exclusive breast feeding or exclusive replacement feeding.
e Shortening the period of breast feeding may reduce the risk of HIV transmission; discourage mixed feeding.
e The alternative of exclusive replacement feeding also has considerable risks.
Studies in Africa indicate that children without HIV infection who receive replacement feeding have 2.5 to
5 times more risk of dying from any cause before the age of 12 months than breast fed children.

e Benefits to the infant
¢ The immunological, nutritional, psychosocial and child-spacing benefits are well recognized.
e Breast milk plays an important role in preventing infections that could accelerate progression of
HIV-related diseases in already infected children.

Step 6. Present ARV therapy and MTCT: 2. a-f below.
(15 minutes)
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2. ARV therapy and MTCT
a. Prevention of prenatal transmission
e The use of ARV therapy can reduce MTCT significantly
Studies conducted in industrialized countries in 1994 showed that administering AZT to women from the
14th week of pregnancy and to the newborn during labor decreased the risk of MTCT by nearly 70 per-
cent in the absence of breast feeding.
A shorter regimen of AZT alone, starting from the 36th week of pregnancy, was shown to reduce the risk
of transmission of HIV at six months by 50 percent in the nonbreastfeeding population and by 37 percent
in those breastfeeding.
A short course of NVP (HIVNET 012 study) has been shown to reduce the risk of transmission and is the
protocol most commonly used because clinical trials have demonstrated its efficacy in reducing MTCT, it
has a low cost and it is easy to use in MTCT programs. The regimen is:
Intrapartum short course: 200 mg at start of labor or at hospital intrapartum
Postpartum infant: 2mg/kg stat within 48-72 hours
Other trials of short course ARV regimens using a combination of AZT and lamivudine also substantially
decrease the risk of transmission (PETRA study).
¢ Women on treatment with ARVs for HIV infection have very low transmission if viral load
is <1000 copies/ml.

b. Women first diagnosed with HIV infection during pregnancy
e Women in the first trimester may consider delaying initiation of ART to avoid the potential teratogenic effect.
e Consider severity of maternal HIV disease and potential benefits and risks of delaying ART until after first
trimester.
e For women who are severely ill, the benefit of early initiation may outweigh theoretical risk to fetus; in these
cases, recommend initiating with drugs such as AZT, 3TC and NVP or NFV.

c. HIV-infected women on ART who become pregnant
e Options are:
Suspend therapy temporarily during first trimester
Continue same therapy
Change to a different regimen
e Issues to consider:
Gestational stage of the pregnancy
Severity of maternal disease
Tolerance of regimen in pregnancy
Potential for adverse fetal effects
Fetus is most susceptible to potential teratogenic effects of drugs during the first 10 weeks of gestation; risks
of ART to fetus during this period are unknown.

d. ART and breast feeding
¢ Women who require ART and who are breast feeding should continue their current ART regimen.
e Efficacy of potent ART taken by the mother solely to prevent postnatal transmission of HIV through breast

milk is unknown, but is currently under study.
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e. HIV-infected women who receive short-course ARV prophylaxis to reduce MTCT and require treatment postpartum

e Short-course ARV regimens, which do not fully suppress viral replication, may be associated with develop-
ment of ARV drug resistance
The Ugandan HIVNET 012 study of single dose intrapartum/newborn NVP for prevention of MTCT found
that 19 percent of the women developed resistance to the drug. This was associated with delivery, HIV viral
load and CD4 cell count.

¢ Based on current information (until further research is done), prior administration of short-course AZT/3TC
or single dose NVP for prevention of MTCT should not preclude use of these agents as part of a combina-
tion ARV drug regimen initiated for treatment of these women.

f. Adherence to therapy in pregnancy and postpartum
e Adherence may be more difficult in pregnant and postpartum women than nonpregnant women.
¢ Obstacles to adherence may include:
Morning sickness and GI upset, which can be further compounded by ARV-associated nausea
Fears that ARV drugs might harm fetus
e If for any reason there is a need to discontinue therapy temporarily during pregnancy, stop and restart all
drugs together to reduce the potential for the emergence of resistance.
e Physical changes of postpartum period, coupled with stresses and demands of caring for a newborn infant,
may make adherence to treatment especially difficult after birth.
Providing additional support for maintaining adherence to therapy during ante- and postpartum periods is
important.

Step 7. Ask participants to discuss issues that affect the success of PMTCT programs in their area and strate-
gies to increase women’s participation and the quality of the program.

(15 minutes)

g. Recommendations:

e Taking all factors into account, it is important to promote and support exclusive breast feeding for the first
six months of life because the serostatus of most mothers is unknown and the benefits to infants outweigh
the risks, regardless of the mother’s HIV status.

e The mother should make the final choice about the method of feeding. Whatever her choice may be, health
staff should provide support to ensure the optimal nutrition of mother and child. [Refer to national HIV and
infant feeding guidelines.]

At this point in the session, present:

National Recommendations for Prophylaxis, Management and Treatment of MTCT
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m Management of HIV Disease in Women

PURPOSE

Participants will learn about the common manifestations of these problems including common etiologies, clinical features,

management and treatment.

OBJECTIVES:

By the end of this session, participants will be able to:
1. Describe common manifestations of GYN problems and the various etiological agents that cause them.
2. Describe the clinical features of each infection.
4. Describe the treatment and management of GYN problems.
5. Discuss prevention of Ols in pregnancy.
6. Discuss management and treatment protocols in-country.

TIME:

45 minutes

PREPARATION:

For step 2, prepare five flip charts with the following titles and tape them to the wall around the room just before the ses-
sion.

Vaginal Discharge Lower Abdominal Pain and Fever

Genital Sores Genital Warts

Malignancies

Write the following etiologies on separate pieces of paper, and give them to participants (see instructions in step 2). Note
that several GYN manifestations have the same etiology.

- Gonococcal infection « Gonococcal infection Syphilis « Condylomata - Cervical cancer, CIN

« Chlamydia trachomatis | - Chlamydia trachomatis | - Chancroid acuminata. This should | . Kaposi’s sarcoma
be distinguished from

+ Trichomonas vaginalis | < Mixed bacterial + Lympho-granuloma

- Bacterial vaginosis infections (including venereum (LGV) + Condylomata lata (due

. Candidiasis anaerobes) - Herpes simplex to secondary syphilis)
- TB
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A. Gynecological Problems and STDs

Step 1. Explain the purpose and objectives of the session (see above). Present brief introduction below.
(2 minutes)
Step 2. Pass out pieces of paper with the etiologies and ask the participants to tape the pieces on the flip chart

that indicates the correct category for those etiologies. Discuss any they may have gotten wrong. If
they are all correct, go onto the next step.
(5 minutes)

Step 3 Describe the management and treatment for common gynecological problems, including amenorrhea
and intermenstrual bleeding: 1-6 below.
(15 minutes)

Introduction:
Gynecological problems are common among women living with HIV/AIDS and may be the presenting sign of
immunosupression in women. HIV/AIDS contributes to the frequency and severity of many gynecological infec-
tions, including vaginal candidiasis, herpes simplex, pelvic inflammatory disease and genital warts. Treatment for
many of these infections is relatively inexpensive, but women living with HIV/AIDS often require higher doses and
longer courses of therapy; they may also suffer from more frequent recurrences.

1. Vaginal discharge
a. Etiology:
e Gonococcal infection
e Chlamydia trachomatis
e Trichomonas vaginalis
e Bacterial vaginosis
e Candidiasis

b. Management and treatment
e General: Follow the national STD management guidelines. Ensure treatment of partners.
e (Candidiasis: Patients often get recurrent attacks (even after treatment), and these may
become persistent as the HIV disease worsens. If recurrence is very frequent,
you may consider regular intermittent treatment.
Treatment includes:

Intravaginal: Miconazole 200 mg suppository/day x 3days; clotrimazole 100 mg tab vaginal
bid x 3days or qd x 7 days; clotrimazole 1 percent cream, miconazole 2 per-
cent cream qd x 7days, or nystatin pessary qd or bid

Oral: Fluconazole 150 mg po x 1
Ketaconazole 200 mg po/day x 7 days or bid x 3 days

Note: Avoid fluconazole, ketaconazole and itraconazole during pregnancy because of teratogenicity.

185



HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

Table A2, 5.2: Vaginal Infections

Bacterial Vaginosis

Vulvovaginal Candidiasis

Trichomoniasis

Gonorrhea

Chlamydia

Causes Replacement of normal | Candida albicans Trichomonas vaginalis Neisseria gonorrhea Chlamydia trachomatis
lactobacillus with mixed
flora, e.g. gardnerella
vaginalis, mycoplasma
hominis
Clinical - Homogeneous grayish | Thick, white discharge Profuse, malodorous, Commonly asymptom- | Commonly asymptom-
Features and or yellowish discharge | with pruritis often frothy, yellow- atic atic
Diagnosis « Clue cells on micros- green discharge and

copy
Vaginal PH >4.5
Positive whiff test

(i.e. fishy odor of
discharge before or
after addition of 10
percent KOH)
Diagnosis requires

at least three of the
above clinical features

Vulvar burning, vaginal
soreness, dyspareunia,
dysuria

Diagnosis: clinical symp-
toms + identification of
budding yeast on a wet
mount or KOH prep or
Gram stain of vaginal
discharge

vulvar irritation. May
have urinary symptoms
and/or dyspareunia

Diagnosis: Saline wet
mount will show motile
trichomonads in positive
culture

Note: The characteristics of vaginal discharge are often not a reliable basis on which to determine etiology of a discharge, except in the case of candidiasis.
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2. Lower abdominal pain and fever (PID)

a. Etiology:

Gonococcal infection

Chlamydia trachomatis

Mixed bacterial infections (including anaerobes)
TB

b. Management and treatment

Counsel women to report these symptoms right away to ensure prompt diagnosis and treatment.

Treat bacterial infections aggressively with strong broad spectrum antibiotics, for example, ciprofloxacin 500
bid x one week.

If STD is the cause, follow the national STD management guidelines; ensure treatment of partners.

Exclude acute conditions (for example, appendicitis, ectopic pregnancy, and the like)

If patient does not respond to treatment, refer for pregnancy test on blood to exclude ectopic pregnancy with
a negative urine pregnancy test and to exclude pelvic abscess or TB.

You may find huge pelvic abscesses in immunosuppressed patients following pelvic infection or surgical pro-
cedures.

Drainage and appropriate antibiotic therapy to cover aerobic and anaerobic organisms is necessary.

3. Genital sores (ulcers or blisters)

a. Etiology

Syphilis
Chancroid
Lymphogranuloma venereum (LGV)

Herpes simplex

b. Management and treatment

If an STD is the cause, follow the national STD management guidelines; ensure treatment of partners.
Herpes simplex:
Recurrent genital herpes ulcers are very common in patients with HIV; they tend to be more severe and
may spread to buttocks and abdomen.
In late HIV disease, lesions become persistent, extensive and extremely painful.
Give supportive treatment: pain relief and gentian violet.
Oral acyclovir 200 mg qid x 5 days reduces pain and promotes healing; in severe cases, you may need to
extend treatment for 2-3 weeks.
Note: Oral acyclovir is usually not used to prevent prenatal HSV transmission.
In case of secondary infection, give antibiotics: co-trimoxazole 2 tabs bid or cloxacillin 250 mg qid x 5
days.

4. Genital warts

a. Etiology

Condylomata acuminate. This should be distinguished from:
Condylomata lata (from secondary syphilis)
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b. Management and treatment
¢ Tend to be more common and severe in persons with HIV
e Treat with topical podophyllin 20 percent twice a week, or remove by surgery or electro cauterization.
e If caused by secondary syphilis, follow the national STD management guidelines; ensure treatment of part-
ners.

¢ Counsel on prevention of transmission to partner.

5. Malignancies
a. Etiology
e Cervical cancer, CIN
e Kaposi’s sarcoma

b. Management and treatment
¢ Do not undertake extensive surgical intervention if you can give equally effective treatments, such as radio-
therapy.
e [If HIV seropositive patients have a severely compromised immunological status, they often do not respond
well to cancer surgery, radiotherapy and chemotherapy.

6. Amenorrhea and intermenstrual bleeding
a. Etiology
e Menstrual disturbances are often associated with chronic ill health and are frequent in women with HIV.
e May be linked to general deterioration and weight loss due to HIV disease

b. Management and treatment
¢ Exclude other causes such as pregnancy, perimenopause, uterine fibrosis, genital tract infections, cervicitis,
PID, TB and cancer.
® Menses may return after treatment of other infections and weight gain.
® Best management is to provide counseling and reassurance.
e If the woman is sexually active and not using an effective method of contraception consistently, do a pregnancy
test.

Step 4. Describe the prevention regimens for Ols in pregnancy below.

(15 minutes)
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B. Prevention of Ols in Pregnancy

(o]} Prevention Regimen

PCP « Use TMP-SMX, with dapsone as the alternative. Because of theoreti-
cal concerns for teratogenicity, providers may choose to withhold
prophylaxis in the 1st trimester or use aerosolized pentamidine.

Toxoplasmosis « Primary prophylaxis: TMP-SMX, with theoretical concerns for terato-
genicity in 1st trimester. Avoid pyrimethamine regimens.

«+ Secondary prophylaxis: This is a risk/benefit issue with concerns for
teratogenicity of pyrimethamine vs. recurrent toxoplasmosis; most
clinicians favor continued treatment.

« A specialist should manage primary toxoplasmosis during preg-
nancy.

TB « INH + pyridoxine regimens are preferred for prophylaxis; some pro-
viders avoid INH in first trimester because of theoretical concerns
for teratogenicity.

+ Be sure to perform chest x-ray to R/O active TB using lead apron
shields for the patient.

- RIF and RBT appear safe during pregnancy, but experience is lim-
ited.

« Avoid PZA, especially during first trimester.

MAC - Primary prophylaxis: azithromycin is preferred, but some providers
withhold prophylaxis in 1st trimester; experience with RBT is lim-
ited. Clarithromycin is teratogenic in animals; use with caution.

S. pneumoniae « May give pneumovax. Because of HIV viral burst, some delay vacci-
nation until after ART.

Fungal infections « General: avoid azoles (fluconazole, ketaconazole and itraconazole)
because of teratogenicity.

« Cryptococcosis, histoplasmosis and coccidioidomycosis: for second-
ary prophylaxis, amphotericin B is preferred instead of azoles, espe-
cially during first trimester

[@\Y - Standard recommendations apply

HSV - Oral acyclovir during late pregnancy to prevent prenatal HSV trans-
mission is controversial, but usually not used; acyclovir prophylaxis
to prevent severe recurrences may be indicated

VZV exposure; + VZIG within 96 hrs. of exposure is recommended
Non-immune host

Human papilloma virus (HPV) - Avoid intravaginal 5 fluorouracil.

Step S. Discuss any questions participants may have about in-country management and treatment of gyneco-

logical problems and STDs.

(10 minutes)
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IS E] Management of HIV Disease in Children

PURPOSE
In this session, participants will learn about the diagnosis of HIV in children and the management and treatment of HIV-

related conditions, including persistent diarrhea, oral thrush, respiratory conditions, persistent or recurring fever, failure to

thrive, lymphadenopathy and skin conditions.

OBJECTIVES:
By the end of this session, the participants will be able to:

1. Describe the HIV-related conditions in children and the various etiological agents that cause these conditions.
2. Describe the assessment and management of each condition following the IMCI approach.

3. Discuss preventive measures.

4. Counsel the mother about HIV testing and provide follow-up care.

TIME:
3 hours using case studies; 2 hours and 15 minutes without

PREPARATION:
In advance of this session, we encourage the facilitator to develop case studies based on local or generic IMCI guidelines.

Review the IMCI guidelines and refer to these in the sessions.
NOTE: If the IMCI guidelines have been adapted in the country of this training, follow the adapted version of the guide-

lines rather than the suggested model in this session. It is important to support the efforts countries have already made and

to follow their national policies and guidelines.
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|
Step 1. Explain the purpose and objectives of the session (see above).
(2 minutes)

Step 2. Present the general overview: A. 1 below. State that the WHO data in in PowerPoint slides tell the
story. Note that of the 2.7 million children living with HIV, 2.4 million are living in Africa. Ask par-
ticipants how these statistics compare with the participants’ country-specific data.

(5 minutes)

Step 3. Present information in A. 2 and ask participants about the country-specific challenges they may be
facing. Discuss these and write their responses on a flip chart.
(10 minutes)

Step 4. Describe how children become infected with HIV and review the natural course of HIV disease in
children: B. 1-2 below. Discuss any questions they may have.

(15 minutes)

A. Overview

1. Dimensions of the problem
The following slides from WHO depict the situation of children and HIV/AIDS in the world.

End-2001 global HIV/IAIDS estimates
Children (<15 years)

Children living with HIVIAIDS 2.7 million
Mew HIV infections in 2001 800 000

Deaths due to HIVIAIDS in 2001 580 000

UNAIDS s omanes o Hordraat

Organization
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Children (<15 years) estimated to be living
with HIV/AIDS as of end 2001
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Global summary of the HIV/AIDS epidemic,

December 2001

Number of people living with HIV/AIDS Total 40 million

Adults 37.2 million

Women 17.6 million

Children under 15 years 2.7 million

People newly infected with HIV in 2001 Total 5 million

Adults 4.3 million

Women 1.8 million

Children under 15 years 800,000

AIDS deaths in 2001 Total 3 million

Adults 2.4 million

Women 1.1 million

Children under 15 years 580,000
® @
UNAIDS oz - 1 pecemoer 2000 World Heaith
ot Organization

About 14 000 new HIV infections a day in 2001

More than 95% are in developing countries
2000 are in children under 15 years of age

About 12 000 are in persons aged 15 to 49 years,
of whom:

— almost 50% are women

— about 30% are 15-24 year olds

&®

World Heaih
Organization
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2. Consequences:
a. One of the biggest challenges we face with HIV-infected children is identifying them early and giving proper care
and support to them and their families.
e 75 percent of children living with HIV/AIDS present with symptoms in the first or second year of life (most
often at the primary level clinic).
® 40-80 percent of HIV-infected children die before two years of age.
e Most children living with HIV/AIDS die of common childhood illnesses rather than AIDS.
e 80 percent of infant deaths occur in the home.

B. How children become infected with HIV and the course of the disease

1. Modes of infection

a. The vast majority of HIV-positive children are infected vertically, that is, the virus is transmitted from the moth-
er during pregnancy, labor, delivery or breastfeeding.

b. The HIV antibodies to HIV of infected mothers pass through the placenta during pregnancy. Therefore, all
children born to HIV-positive mothers have a positive reaction to any test that relies on HIV antibodies.

c. However, only about one-third of these infants will actually be HIV infected.

d. Because maternal antibodies can be detected in an infant’s blood up to 18 months after birth, the ELISA, rapid
and Western blot serum tests will be positive, whether the infant is infected or not.

e. Published estimates of MTCT rates of HIV-1 range from 15-45 percent, depending on whether or not the child
is breast fed and the length of breast feeding (see chart below). Most infections seem to occur during labor and
delivery. The transmission rate from breast feeding is estimated at 3.2 percent per year of breast feeding after
four months of age; 5 percent of breast milk transmission occurs in the first months of life. The following Table
A3, 3.1 is a simplified representation of rates and timing of MTCT:

Table A3, 3.1: Timing of HIV-1 Perinatal Transmission in Untreated Mothers & Infants
(de Cock, JAMA 2000; 283:1175)

Absolute Transmission Rate

Overall- 15-30% Overall- 25-35% Overall- 30-45%
8% 8% 8%

15% 15%

3% 8%

61%

No Breastfeeding Breastfeeding 6 Months Breastfeeding 18-24 Months
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2. The natural course of HIV disease in children

a. HIV RNA levels in perinatally-infected infants are generally low at birth (<10,000 copies/ml), increase to high
values by age two months and then decrease slowly after the first year.

b. CD4 cell count and percentage values in healthy infants who are not infected are considerably higher than those
observed in uninfected adults and slowly decline to adult values by age six years.

c. Although the CD4 absolute number that identifies a specific level of immune suppression changes with age, the
CD4 percentage that defines each immunologic category does not. Thus, a change in CD4 percentage, not the
number, may be a better marker of identifying disease progression in children.

d. CD4 cell values can be associated with considerable variation because of minor infections and are therefore best
measured when patients are clinically stable.

Table A3, 3.2: HIV Pediatric Classification System Immune Categories Based on Age-specific CD Cell Count and Percentage
Child’s Age

<12 months 1-5 years 6-12 years

Immune category (%) No./ml (%) (%)

Category 1: >1,500 (>25%) >1,000 (>25%) >500 (>25%)
No suppression

Category 2: 750-1,499 (15-24%) 500-999 (15-24%) 200-499 (15-24%)
Moderate suppression

Category 3: <750 (<15%) <500 (<15%) <200 (<15%)
Severe suppression

Source: CDC 1994
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e. A small proportion of infants who are infected early in pregnancy progress more rapidly to advanced HIV dis-
ease because of a disruption of the thymus, where CD4 and CD8 cells are produced. These children have low
CD4 and CDS8 cell counts. As a result, their immune system cannot respond to HIV infection. This means that
infants under six months who present with symptoms of HIV disease usually have a shorter survival period than
older children.

|

Step 5. Tell the participants that it is very difficult to make a definitive diagnosis of HIV in children given the
information above and the lack of available tests. Go over the information in C 1 below.

Step 6. Write the following headings on three separate flip chart papers, and hang them on the wall around
the room. Then ask the participants to break into three groups, and have each group go to one of the
charts and write the symptoms under the appropriate headings.

e Signs that are uncommon in HIV-negative children

e Signs common in HIV-infected children, but also common in ill non-HIV-infected children
e Signs or conditions very specific to HIV-infected children

Then go over the lists and add any signs that they may have missed: C-2 below.

Step 7. Review the WHO Staging System for HIV Infection and Disease in Children and ask participants if
they have any questions: C-3 below.

(20 minutes)

C. Clinical presentation: when to suspect HIV

1. Introduction
The clinical expression of HIV infection in children is highly variable. Some HIV-positive children develop severe HIV-
related signs and symptoms in the first year of life; these are associated with a high mortality. Other HIV-positive chil-
dren may remain asymptomatic or mildly symptomatic for more than a year and may survive for several years.

2. Suspect HIV if any of the following signs are present:
a. Signs that are uncommon in HIV-negative children
e Recurrent infection: three or more severe episodes of a bacterial and/or viral infection (such as pneumonia,
meningitis, sepsis, cellulitis) in the past 12 months
¢ Oral thrush: punctate or diffuse erythema and white-beige pseudomembranous plaques on the oral mucosa
After the neonatal period, the presence of oral thrush—without antibiotic treatment, or lasting over 30 days
despite treatment, or recurring—is highly suggestive of HIV infection.
¢ Chronic parotitis: the presence of unilateral or bilateral parotid swelling (just in front of the ear) for >14
days, with or without associated pain or fever
e Generalized lymphadenopathy: the presence of enlarged lymph nodes in two or more extra-inguinal regions
without any apparent underlying cause
e Hepatosplenomegaly in the absence of concurrent viral infections such as cytomegalovirus (CMV)
e Persistent and/or recurrent fever: fever (>38°C) lasting seven days or occurring more than once over a period
of seven days
e Neurological dysfunction: progressive neurological impairment, microcephaly, delay in achieving developmen-
tal milestones, hypertonia or mental confusion
e Herpes zoster (shingles): painful rash with blisters confined to one dermatome on one side

e HIV dermatitis: erythematous papular rash
b. Signs common in HIV-infected children, but also common in ill non-HIV-infected children

e Chronic otitis media: ear discharge lasting 14 days or longer
e Persistent diarrhea: diarrhea lasting 14 days or longer
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e Failure to thrive: weight loss or a gradual but steady deterioration in weight gain from the expected growth,
as indicated in the child’s growth card. Suspect HIV particularly in breast fed infants <6 months old who fail
to thrive.

c. Signs or conditions very specific to HIV-infected children
e Strongly suspect HIV infection if any of the following are present:

Pneumocystis pneumonia (PCP)
Esophageal candidiasis
Lymphoid interstitial pneumonia (LIP)
Shingles across several dermatomes
Kaposi’s sarcoma

These conditions are very specific to HIV-infected children. However, the diagnosis is often very difficult

where diagnostic facilities are limited.

3. Classification of signs and symptoms according to the WHO Staging System for HIV Infection and Disease in Children
Clinical Stage I
1. Asymptomatic
2. Generalized lymphadenopathy
Clinical Stage II
3. Unexplained chronic diarrhea for more than 30 days
4. Severe persistent or recurrent candidiasis outside the neonatal period
5. Weight loss or failure to thrive
6. Persistent fever for more than 30 days
7. Recurrent severe bacterial infections
Clinical Stage III
8. AIDS-defining OI
9. Severe failure to thrive
10. Progressive encephalopathy
11. Malignancy

12. Recurrent septicemia or meningitis

|

Step 8. Introduce diagnosis and management using the IMCI approach (D. below), and ask participants if IMCI is
being used in their countries. If so, ask if it has been adapted to include HIV, and briefly discuss how it has
been adapted. Follow the adapted version that may be in place, rather than the generic one given below.
(10 minutes)

Step 9. If IMCI has not been adapted, use the IMCI algorithms, beginning with the short explanation at the
beginning of D below.
At each step in the algorithm, discuss suggested entry points for HIV and ask the participants whether
these make sense or are feasible in their given situations. Write their comments on a flip chart, and keep
track of their recommendations for further discussion at the end. Do not get too sidetracked by lengthy
discussions.
(45 minutes)
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D. Diagnosis and management
Many HIV-positive children die from common childhood illnesses rather than from HIV/AIDS. Most of these
deaths are preventable by early diagnosis and correct management. Effective management of these conditions can
make an important contribution to the quality of life of HIV-positive children. In particular, these children have a
greater risk of pneumococcal infections and pulmonary tuberculosis, as well as unusual opportunistic infections,
which respond poorly to therapy.

One approach to early diagnosis and management is through the integration of HIV into the WHO Integrated
Management of Childhood Diseases (IMCI) model. IMCI is an integrated approach to child health that focuses on
the well-being of the whole child. A mother or other caretaker may bring a sick child to the clinic for a particular
problem or symptom. If the child is assessed only for that particular problem or symptom, other signs of disease
may be overlooked. The child might have pneumonia, diarrhea, malaria, measles or malnutrition, as well as HIV.

These diseases can cause death or disability in young children if they are not diagnosed and treated.

1. Respiratory conditions

a. Definition: Child with symptomatic HIV infection and respiratory symptoms of difficulty
breathing and/or persistent or worsening cough
b. Etiology:
¢ Infections: Bacteria
Viral
Parasitic
Pneumocystis carinii pneumonia (PCP)
® Mycobacteria: M. Tuberculosis
Atypical mycobacteria
¢ Fungi: Candidiasis
e Malignancies: Kaposi’s sarcoma
Lymphoma
e Other: Lymphocytic interstitial pneumonitis (LIP), bronchiectasis and chronic lung
disease

c. IMCl—assess and classify (suggested entry points for HIV are in boldface)

Assess Classify

Ask: does the child have cough or difficulty

breathing?

Ifyes, ask: Cough or difficulty breathing

+ For how long?

+ More than one episode in the last three Persistent or worsening cough
months?

If yes, check for possible symptomatic infection.
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Assess the severity of respiratory distress based on age and clinical examination, as follows:

Clinical Assessment of Respiratory Distress

All children under 2 months of age: refer if respiratory rate is >60 or chest in drawing (with or

without cyanosis)

No chest in drawing and
no fast breathing

Children older than 2 months of age:

Clinical Signs Classify as

Upper respiratory tract infection or bron-
chitis (no pneumonia)

<1 year: Respiratory rate:
1-2 yrs: Respiratory rate:

Fast breathing, but no chest indrawing:

50 or more
40 or more

Pneumonia
Pneumonia

Fast breathing and
chest indrawing, with or without
central cyanosis

Severe pneumonia

d. Management and treatment (level 1)

MODULE 3

e If child has mild dyspnea, is not undernourished and is more than 2 months old, treat with antibiotics: amox-
icillin 50 mg/kg/day in 4 doses x 5 days

Advise mother to:

Continue breast feeding the child

Give extra fluids

Prevent child from chilling

Return immediately if child’s condition worsens

Reassess child after three days:

If improved, complete treatment and follow-up, as needed

If not improved, refer to level 2

e Refer the child for further assessment and management and evaluation if:

Child has chronic cough (lasting longer than 15 days) or pneumonia that does not respond to treatment

quickly (within three days)

Child is in severe respiratory distress (see chart above)

In infants below two months of age, pneumonia is always a severe condition and requires admission.

If child has severe dyspnea, oxygen therapy is crucial. Start on antibiotics immediately, if transport

may be delayed, give ampicillin 50 mg/kg IV stat.

Child is severely undernourished (treat as severe pneumonia)

e. Management and treatment (level 2)

e If in respiratory distress upon admission, start supportive treatment including oxygen, sufficient fluids, clear

airway and so on.

e Perform chest x-rays and other tests:

Sputum: microscopy, culture, AFB stain, ESR, WBC

Blood culture, if fever is present
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e Start treatment based on presumptive diagnosis from chest x-rays and substantiated by ZN stain of gastric
aspirate, microscopy of pleural effusion and so on.
If child has severe dyspnea, severe malnutrition and is under two months old, admit to hospital; give support-
ive care and treat with antibiotics.

Antibiotic treatment by age:

0-3 months Ampicillin 50-100 mg/kg/day IV in 4 doses PLUS gentamycin 4
mg/kg/day IV as single dose

4 months-5 years Ampicillin 50-100 mg/kg/day IV in 4 doses OR cefuroxime 50
mg/kg/day IV in 3 doses

>5 years Penicillin 50,000-100,000 1U/kg/day IV in 4 doses OR cloxacillin
50-100 mg/day in 4 doses, if x-ray is suggestive of staphylococcus

f. In making a presumptive diagnosis, consider the information presented in Table A3, 3.3, below:
e If improved after seven days, follow up as needed.
e If not improved after seven days, reevaluate.
Repeat earlier performed tests.
o If further evaluation does not result in a final diagnosis and/or cough persists for longer than 30 days, con-
sider a therapeutic trial of TB treatment.

g. Comments: Many HIV-infected children have recurrent respiratory problems. Give supportive treatment with
adequate feeding, sufficient fluids and management of nasal secretions. Follow up with child, as needed.

200



MODULE 3

‘swoldwis Jo uonnjosal pue ureb 1ybiam Aqg Juswieall 01 asuodsal Juswndop pue Adeisyl gj-11ue Jo |euy e aAIb ‘g] Jo sisoubelp oyl 1N0ge 1gNOp Ul USYAA "UOIIIdJUI S|SB JUDI3
10 1591 BUOP A[103.4100Ul ‘UonIIINUjEW ‘BSBISIP g Bulwaymiano ‘(A|H) uoissauddnsounwiwi bulkjspun Jo asnedaq gJ Jo adussaid sy ul aAnebau aq Aew pue g| 3pn|ox 10U S0P XNOLUR|A 9AEB3U VY 4

‘saullapInb

OHM 03 Bulpiodde Juswiealy g1
uo 3|ge] ‘€ UOISSIS ‘7Y INPOIN 395
S)npe uj se swes

<UD1P|1Yyd paldajul AH ul 9AnIsod patspls
-U0D S| (WWG< XNOJUBIA IO || 9pelb) 1533 dul|

Adeiayy onno
-Igaue 911dsap s)¥9aM g 1914 JuswaAoidwl
ou SMoys Aei-x 153D [ewiouqe pajeaday

YIUOW SUO UBY} 210U 10} JOASS
SALIY) 01 duN|ied

}INpe Pa123jul-g] B YIM }DBIUOD 350D

sisojndiaqn]

‘Inydjay aq

os|e Aew (uaip|1y>d JaB6uUNoA 10y sadINSP
J133eds ybnouyy Jo) s1sjeyul sop
paJai1aw se uaAlb siolejipoyduoig

'skep y1-01 o4 Aep/By/bwiz
auosiupaid :jnydjay aq Aew spioiais
Ing ‘a|qejieae s| Adesayy oy1dads oN

ddd 1o
g1 AJey|iw Yyim pasnjuod aq ued ydiym
‘Reu-x uo AyredouapeydwA| [eunseipaw
pue sajel}|iul Jejnpou Jejnd1al [eldle|ig

uswsabuejus pnoled pue
AyredouspeydwA| ‘buizesym ‘buiqgn|d
pue eaudAyde) pjiw Aq paziialoeieyd)

sisouboud poob e sey Ajjensn

1A | Jo abe ayy anoqe

uaJp|Iyd pa3ddjul -AlH Ul Ajluowwod
HulIN320 ABOjOIId UMOUNUN JO ISBISIP
Hun| jennsiaiul aaissaiboud A|mols v

(dI7) shiuow
-naud [pnsiayul proydwA]

‘3|ge|ieae si buiysay [ed160joIas

AJuo J1 syluow g| 1e apew si sisoubelp
AIH [12Un 10 dDd uanaid 01 3y1| Jo
(syauow | 3s1l4 Y3 104 A||eapi pue)
SYuOW 9 1541J Y1 153 1€ 10J ‘SHIIM
9-1 wouy sixejAydoid ajozexow 11300
9AI9I1 SIYIOW PRIdJUI-AJH O} UIoq
sjuejUIl ||B 3BY} SPUSWWOI3I OHM

'sKep LZ-t L 40} S3SOP ¢ Ul PaPIAIP
jusuodwod wudoylawy jo Aep sad
63/6W Q7 9]0ZeXowW3-0> YIM 1edl]

juawijeal]

KeJ-x UO d1e13|JUl [e1IISIAIUI BSNYPI]

sisoubeig

eaudAyoey pue
19A3} 4O 13SUO UBPPNS AQq paziialdeleyd

uonejuasald [ednud

sisouboud sood Kian e sey pue abe jo
1A | 19pun uaipjiyd ul Ajpuanbaiy sindd>Q

AIH Y31m uapjiyd uy
6u11IN20 S|O UOWWIOD BY3 JO BUQ

sa4njea4 aAnduUnlSIq

(dDd) pluow
-naud 1juup> sisf>ownaud

oseasiqg

AIH YHM uaipjiyd ul Jusawieas] pue sisoubeiq ‘sainjea aseasiq :€°€ ‘€Y d|qeL

201




HIV/AIDS Care and Treatment A Clinical Course for People Caring for Persons Living with HIV/AIDS

2. Persistent diarrhea
a. Definition: Persistent liquid stools for more than 14 days
b. Etiology: A pathogen will be identified in only 15-50 percent of the cases

Protozoal Giardia lamblia
E. histolytica
Cryptosporidium
Isospora belli

Bacterial Salmonella (non-typhoid)
Campylobacter jejuni
Enterotoxogenic E.coli (ETEC)
Mycobacterium (atypical TB)
Yersinia enterocolitica

Viral Rotavirus
Cytomegalovirus
HIV/AIDS enteropathy

Helminthic Strongyloides

Fungal Candida infection

When a child also has a fever, look for other causes of diarrhea such as malaria, pneumonia and otitis; treat
as indicated.

c. IMClI—assess and classify (suggested entry points for HIV are in boldface)

Assess Classify

Ask: Does the child have diarrhea?

If yes, ask:
« For how long? Number of days?
« Is there blood in the stools?

« Had diarrhea for more than 14 days in the
last three months?

Diarrhea

Persistent diarrhea in last three months

If yes, check for possible symptomatic infec-
tion
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d. Management and treatment (level 1=at home/local clinic)

Prevent dehydration and maintain hydration: give ORS even if child is not dehydrated
Maintain nutrition:

Advise the mother to breast feed more frequently, and continue feeding the child.

Maintain caloric intake.

You may give multivitamins to ensure sufficient vitamin intake (and to increase the appetite of the child).
If the child has diarrhea with blood and fever, treat with nalidixic acid (50 mg/kg/per day divided into 4 doses).
If child has had antomicrobial treatment within the previous 3 months, do not give nalidixic acid, but con-
sider referral.
Improvement is defined as:

Child is clearly better with no signs of dehydration AND

Fewer stools than before AND

No fever and less blood in stool (if present)
If no improvement after five days, stop all antimicrobial treatment. In areas where strongyloides is prevalent,
consider giving albendazole (200 mg x 3 days; repeat after three weeks). If the child is not improving, main-
tain hydration and nutrition and consider referral.
If the child is not severely ill, that is, has no bloody stool, no fever, is not dehydrated and not malnourished,
observe the child for 10 days and maintain hydration and nutrition.

e. Management and treatment (level 2=referred to hospital)

Maintain hydration (oral or IV) as indicated.

Test or check:
Stool cultures for ova and parasites
Fecal smears for blood and neutrophils, which would indicate a bacterial infection, E. histolytic, ulcerative
colitis or clostridium difficile.
Fever: fever and/or bloody stools are more indicative of bacterial infections. Exclude pneumonia, otitis and so
on, and if found, treat appropriately. If living in an endemic area, treat for malaria during malaria season.
Malnutrition: malnutrition puts an HIV-infected child at risk of dying from persistent diarrhea

Treatment

Further evaluations: exclude lactose intolerance, TB, typhoid, urinary tract infections and so on.

E. histolytica Metronidazole 10 mg/kg tid x 10 days
G. Lamblia Metronidazole 10 mg/kg tid x 5 days
Isospora belli Co-trimoxaxozole for 3 weeks:

children 1-5 yrs: 5 ml of syrup bid
children 6-12: 1 tab bid

Cryptosporidium No proven effective treatment; give supportive care

Helminth infections Albendazole single dose:
200 mg for children under 2 years
400 mg for children 2 years and older
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3. Persistent or recurrent fever

a. Definition: Fever as the only obvious clinical presentation in an HIV-infected child and is
defined as a body temperature of >37.5° C for more than one episode during a
five-day period.

b. Etiology: Fever is common among HIV-infected pediatric patients.
May be a consequence of common childhood illnesses, endemic diseases, seri-
ous bacterial or opportunistic infections, carcinomas and/or HIV itself.
May be a fever of unknown origin (FUO) and should be investigated in the
same fashion as the child without HIV and FUO

c. IMCI—assess and classify (suggested entry points for HIV are in boldface)

Assess Classify

Ask: Does the child have a fever?

If yes, ask:
« For how long? Number of days?
» More than one episode in the last 5 days? Fever of unknown origin
If yes, check for possible symptomatic infec- | (If no other obvious cause i.e., malaria,
tion measles)

d. Management and treatment (level 1)
o If the child is acutely or seriously ill and has a temperature of 39° C or higher:
Treat with antimalarials (in endemic areas) according to national guidelines.
For possible septicemia, start treatment with antibiotics:
Give ampicillin 50 mg/kg IV STAT.
Refer immediately to nearest health facility with greater diagnostic capacity (level 2).
e If not acutely or seriously ill:
Thoroughly examine child for possible localized infections, such as skin infections, abscesses and the like,
and give specific treatment.
Consider malaria as a possibility, if in an endemic area, and treat according to national guidelines.
If no cause of fever is identified, treat empirically with ampicillin 50 mg/kg/qid for 5 days for possible
occult infections, such as UTTs, otitis media and so on.
If the child still has fever, but is clinically stable (is attentive, eats and drinks satisfactorily), then presume
HIV itself is the cause. Consider treatment with antipyretics and maintain hydration and nutrition. Follow
up as needed.
If not clinically stable or you suspect a serious infection (for example, osteomyelitis or endocarditis)
requiring prolonged course of antibiotics, refer to level 2.
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e. Management and treatment (level 2)

Admit to hospital

Investigate for possible cause:
Blood slides for malaria parasites
Examine CSF

Blood culture to diagnose meningitis and sepsis

If child is acutely or seriously ill with a temperature of 39° C or higher:

MODULE 3

Treat with broad spectrum antibiotics for presumed sepsis or meningitis: give ampicillin 200 mg/kg/day 6
hourly for 10 days PLUS chloramphenicol 100 mg/kg/day 6 hourly.

Treat for malaria, even if blood slides are negative, according to national guidelines.
If not acutely or seriously ill, investigate to identify possible cause of fever. Tests include:

Malaria slides White blood cell count Stool microscopy
Blood culture Urinalysis Widal
Chest x-ray ~ CSF Ultrasound

¢ For many HIV-infected children with fever and no local findings, HIV may be the cause. However, you

should consider other conditions:

Occult bacterial infections: chronic sinusitis, otitis media, UTIs, osteomyelitis, abscess, salmonella, syphilis,

liver abscess and endocarditis

Mycobacterial infection: M. tuberculosis, M. avium
Fungal infections: Candida

Chronic viral infections: MCV, EBV

Parasitic infections: malaria, toxoplasma

Neoplasms: lymphoma, Kaposi’s sarcoma, smooth muscle tumors

e If you find no source of fever, treat empirically with amoxicillin 50 mg/kg qid x 5 days.

o If fever resolves, follow up as needed.

o If fever persists, but child is clinically stable, presume HIV-associated fever; treat with antipyretics, and main-

tain hydration.

e If not clinically stable, repeat investigations. If no yield, most likely cause is HIV-associated fever.

4. Ear Problems
a. IMCI (suggested entry points for HIV are in boldface)

b. Management and treatment is the same as for any child presenting with an ear problem.

Assess Classify

Ask: Does the child have a ear problem?

If yes, ask:
« Is there ear pain?
« Is there ear discharge?
- If yes, for how long? Number of days?
« Discharge any time in the past?
If yes, check for possible symptomatic infection

Ear infection in the past
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5. Failure to thrive (FTT)
a. Definition: FTT should be suspected when a child deviates from his/her own apparent
path of growth or from the normal growth patterns for his/her age. Severe
forms of malnutrition, such as kwashiorkor and marasmus, may occur as a
result of FTT.
b. Etiology: May be a result of imbalance in food intake, food losses and body require-

ments. Contributing causes may be vomiting, diarrhea, oral thrush, pneumonia,

mouth ulcers or neurological diseases.
c. IMCI (Suggested entry points for HIV are in boldface.)

THEN CHECK FOR MALNUTRITION AND ANEMIA

Ask: - Look for visible, severe wasting
« Has the infant lost weight? « Look for pallor
« Look for edema of both feet
- Determine weight for age
Very low Not very low
« Growth faltering below yellow row

d. Management and treatment (level 1)
e Important to take a detailed feeding and social history to assess caloric intake and social conditions (espe-
cially to determine if the mother is the caretaker of the child).
e Determine the degree of FIT and possible contributing illnesses
Weigh the child and chart the weight; do a complete physical examination.
If prior weights are available, define points on a growth curve to assess severity.
If not available, FTT is defined as:
Mild to moderate: Weight is 60-80 percent of normal weight for age
Severe: Weight is lower than 60 percent of expected weight for age, OR weight is
60-80 percent of weight for age if edema is present.
To assess as precisely as possible, ask the mother to describe exactly what food the child is taking, how
much and how often.
e Give feeding advice to the mother about breast feeding, weaning and other foods. It is important to increase
the caloric intake through a balanced diet.
If possible, have the mother record exactly what the child eats and any problems she may encounter.
Do a home visit to assess availability of dietary resources at home and in the community.
Consider supplementing the diet with:
Vitamin A according to national guidelines (at nine months of age and every six months thereafter)
Iodine, which is adequately contained in iodized salt
Iron, if evidence of anemia
Multivitamins that include zinc
e Evaluate dietary trial after seven days
If improved, continue treatment until resolved, and follow up as needed.
Improvement is defined as weight gain and increased alertness of child and/or loss of edema (if present).
If no improvement, refer to level 2.
e If poor diet does not seem to be the cause, determine contributing causes and treat appropriately.
If cause cannot be determined or if treatment fails, refer to level 2.
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d. Management and treatment (level 2)
e Assess eating habits as above, and do appropriate tests to determine contributing causes; treat accordingly.
e If child does not improve, consider admission for trial nasogastric feeding, especially if home dietary trial
failed.
e If child shows no improvement and no underlying cause can be determined, investigate for endocrine disor-
ders, renal failure CNS disease and chronic infections.

e. Comments: Many HIV-infected children show FTT without identifiable cause (including poor diet) and despite
adequate caloric intake. This is thought to be the result of HIV itself.

6. Oral thrush
a. Definition:
e Presumptive: Presence of characteristic white plaques on oral mucus, usually located on pal-
ate, which often bleed when removed. In some cases, it may present only as a
red mucosal surface.

e Definitive: Candida spores or pseudohyphae in mouth scrapings
b. Etiology: Candida infection

c. Management and treatment (level 1)
e In HIV-infected patients, oral thrush may extend into the esophagus. Look for signs and symptoms of esoph-
ageal candidiasis:
Pain on swallowing, reluctance to take food, salivation, crying during feeding, weight loss. If untreated, the
condition may alter eating habits and add to poor nutrition of child.
Severe oral thrush (plaques on tongue, soft and hard palates, extending to pharynx) is highly indicative of
esophageal thrush, even in the absence of pain on swallowing.
e For presumed oral thrush only, treat with nystatin suspension 500,000 IU tid x 5 days or tablets if suspen-
sion is not available.
Follow up as needed; patient may need prolonged or prophylactic treatment with nystatin once or twice
daily.
e If no improvement, and for presumed esophageal candidiasis, refer for further investigation and treatment.

d. Management and treatment for severe oral thrush (level 2)

e Treat with ketaconazole 3-6 mg/kg daily x 5 days.
Avoid use in presence of active liver disease and for patients receiving rifampicin.

o [f child is breast feeding, the nipples of the mother are often infected; instruct to apply gentian violet on nipples
before breast feeding.

¢ Exclude candidiasis of the perineal area. If available, apply clotrimazole 1 percent; if not available, give nystatin
po, as above.

e. Comments: Recurrence of oral thrush and esophageal candidiasis is very common. Recent
use of antibiotics is an important predisposing factor.
Esophageal lesions heal slowly, although symptomatic response is usually
prompt. Prolonged treatment is often required.
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7. Lymphadenopathy
a. Definition:
¢ Localized lymphadenopathy: usually affects only one or two regions of the body and is caused by a local
infection
e Persistent generalized lymphadenopathy (PGL): a nonspecific finding that is very common in children with
HIV infection, defined as:
Lymph nodes measuring at least 0.5 cm
Present in two or more sites, with bilateral nodes counting as one site
Duration of more than one month

No local infection that might explain presence of enlarged nodes

b. Etiology: possible causes include:
e HIV infection itself

e Other infections: Bacterial: Tuberculosis
Fungal: Cryptococcus
Histoplasmosis
Protozoal: Toxoplasmosis
HIV-associated cancers: Lymphomas
Dermatological conditions: Serborrheic dermatitis

Chronic pyoderma

c. Management and treatment
¢ Identify and treat any local or regional infection that might explain lymphadenopathy.
e If no infection is identified, evaluate for fever, weight loss, unilateral nodes increasing in size, matted nodes,
fluctuant nodes and/or nodes showing signs of inflammation (hot and tender).
If any of these signs and symptoms is present, refer to level 2.
e If none of the above is present, child can be diagnosed as having HIV-related PGL. Follow up as needed.

d. Management and treatment (level 2)
¢ Do a lymph node biopsy and treat accordingly.
e If TB is diagnosed, start TB treatment.

e. Comments: PGL in HIV-infected children is mostly the result of normal immune reaction
to HIV infection.
If no other problems are identified, no additional investigation or treatment is
required.
Lymph nodes usually disappear as immunosuppression advances and Ols
appear.

8. Skin problems
a. Definition: Any kind of skin condition or infection similar in manifestation
to that of an adult or child who is not HIV-infected
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b. Etiology:

Prurigo and nonspecific dermatitis

Drug reactions to sulfas, TB drugs and other medications

Bacterial: furunculosis, impetigo, pyoderma, folliculitis and abscesses

Viral: chicken pox, herpes zoster, herpes simplex (usually the result of HIV-1 affecting mouth and lips) and
molluscum contagiosum

Fungal: candida and dermatophytosis

Other: scabies, atopic dermatitis, seborrheic dermatitis and Kaposi’s sarcoma

c. Management and treatment is the same as for adults.

Step 10. If there is time, discuss the notes taken on the flip charts, and come up with a consensus on sugges-

tions for changing the above-recommended IMCI algorithms or adapating them, given the partici-
pants’ in-country situations.
(10 minutes)

Step 11.
Step 12.

Present the information on HIV infection and immunization: E. below.

Ask participants if these guidelines differ in any way from the national guidelines in their local situa-
tions. Discuss these differences, if any.

(15 minutes)

E. HIV infection and immunization

1. Check

that all children are fully immunized according to their age.

a. Children who have, or are suspected of having, HIV infection but are not yet symptomatic should receive all

appropriate vaccines (according to the national EPI program schedule), including BCG and, where relevant, yel-

low fever vaccine. Because most HIV-positive children have an effective immune response in the first year of life,

give immunization as early as possible after the recommended age of vaccination.

b. Children with symptomatic HIV infection (including AIDS) should receive measles, DPT and hepatitis B if

locally relevant. Children with HIV should not receive oral polio vaccine (OPV). An alternative to oral polio

vaccine is a different vaccine called inactivated polio vaccine (IPV). This is given by injection. Do not give BCG

and yellow fever vaccines to children with symptomatic HIV infection.

c. Give all children with HIV infection (regardless of whether or not they are symptomatic) a dose of measles vac-

cine at the age of six months, as well as the standard dose at nine months.
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2. General guidelines for immunizing HIV-infected children and adults:

Vaccine Asymptomatic Symptomatic HIV
HIV Infection Infection
Infants BCG Yes No
DPT Yes Yes
Polio Yes Yes
Measles Yes Yes
Yellow Fever Yes No
Women of Tetanus toxoid Yes Yes
childbearing age

Step 13. Go over counseling the mother and follow-up care: F and G below.

(20 minutes)

E. Counseling the mother

a. HIV testing and counseling

210

If there are reasons to suspect HIV infection (based on clinical signs or diagnoses in the family), and the
child’s HIV status is unknown, test the child for HIV, where possible.

Transplacental maternal antibodies interfere with conventional serological testing in children aged >18
months. If the child is suspected of having HIV infection on clinical grounds, offer the mother counseling,
followed by HIV testing of both mother and child. This also provides an opportunity for clinical assessment
to rule out other HIV-associated and potentially treatable clinical problems, such as tuberculosis. In the very
uncommon event that you know that the mother became infected after delivery, the presence of antibodies in
the first year of life is indicative of HIV infection in the infant.

Both pretest and post-test counseling should accompany any HIV testing. Pretest counseling should include
securing informed consent before any tests proceed. Even in high prevalence countries, HIV remains an
extremely stigmatizing condition and the mother (or both partners) may feel reluctant to undergo testing
HIV counseling should take account of the child as part of a family. This should include the psychological
implications of HIV for the child, mother, father and other family members. Counseling should stress that,
although cure is currently not possible, there is much that can be done to improve the quality and duration
of the child’s life and the mother’s relationship with the child. Counseling should make it clear that the staff
want to help, and that the mother should not be frightened of going to a health center or hospital early in an
illness, if only to ask questions.

Counseling requires time and has to be done by trained staff. All health workers at the first referral level
should be trained in the principles of HIV counseling and be able to carry it out. However, if staff at the first
referral level have not been trained, seek assistance from other sources, such as local community AIDS sup-
port organizations.

Stress confidentiality of HIV testing and counseling. However, you could encourage mothers to find at least
one other person, preferably within the family, with whom they can talk about this problem.
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b. Indications for counseling

1) For a child with unknown HIV status presenting with clinical signs of HIV infection and/or risk factors (such
as a mother or sibling with HIV/AIDS), follow these steps:

(a) Decide if you will do the counseling or if you will refer the child.

(b) If you are doing the counseling, make time for the counseling session. Take advice from local people expe-
rienced in counseling so that any advice given is consistent with what the mother will receive from profes-
sional counselors at a later stage.

(c) Where available, arrange for an HIV test to confirm the clinical diagnosis, alert the mother to HIV-related
problems and discuss prevention of future mother-to-child transmissions (including, where possible, pre-
vention using antiretrovirals).

Note: If HIV testing is not available, discuss the presumptive diagnosis of HIV infection in the light of the
existing signs, symptoms and risk factors.

(d) If counseling is not being carried out at the hospital, explain to the parent why you are referring them

elsewhere for counseling.

2) For a child known to be HIV-positive and responding poorly to treatment or needing further investigations,
discuss the following in the counseling sessions:
(a) Parents’ understanding of HIV infection
(b) Management of current problems
(c) Need to refer to a higher level, if necessary
(d) Support from community-based groups, if available

3) For a child known to be HIV-positive who has responded well to treatment and is to be discharged (or
referred to a community-based care program for psychosocial support), discuss the following in the counsel-
ing sessions:

(a) Reason for referral to a community-based care program, if appropriate
(b) Follow-up care

(c) Risk factors for future illness

(d) Immunization and HIV

G. Follow-up

a. Discharge from hospital
Manage serious illnesses in HIV-positive children as for any other children. However, HIV-infected children may
respond slowly or incompletely to the usual treatment. They may have persistent fever, persistent diarrhea and
chronic cough. If the general condition of these children is good, they do not need to stay in the hospital, but
can be seen regularly as outpatients.

b. Referral
If your hospital does not have available facilities, consider referring a child suspected to have HIV infection:

e For HIV testing with pre- and post-test counseling

¢ To another center or hospital for further investigations or second-line treatment, if there has been little or
no response to treatment

¢ To a trained counselor for HIV and infant feeding counseling, if the local health worker cannot do this

® To a community home-based care program, a community institution-based voluntary counseling and test-
ing center or a community-based social support program for further counseling and continuing psychoso-
cial support
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Discuss with the mother or caregiver the reason for referring the child, as well as the services available at the
referral site. The referral note should be comprehensive, concise and clear, while maintaining confidentiality, with

a request for written feedback on the child’s condition.

c. Clinical follow-up

Children who are known or suspected to be HIV-positive should, when not ill, attend well-baby clinics like any
other children. It is important that they receive prompt treatment of common childhood infections. In addition,
they need regular clinical follow-up at first-level facilities at least twice a year, to monitor:

e Their clinical condition

e Growth

e Nutritional intake

¢ Immunization status

e Psychosocial support (where possible, give this through community-based programs)
In a child with repeated serious infections, consider antibiotic prophylaxis. Research on the benefits of prophy-
laxis with cotrimoxazole (trimethoprim 5 mg/kg, sulfamethoxazole 25 mg/kg, twice a day for three days per
week) conducted mainly in industrially developed countries has shown that it reduces the incidence of PCP and
bacterial infection in HIV-positive children. The decision to start prophylaxis should take into account national
guidelines (which consider the cost of prophylaxis and the possible impact on development of cotrimoxazole
resistance) and the availability of an adequate supply of the drug over a long period of treatment.

|
Step 14. Summarize the session with the following 10-point approach in the box below and ask the participants:
Is this approach feasible in your local situations?
What constraints or barriers might you encounter in adapting this approach?
Do you have any comments or questions about this approach?
(15 minutes)

H. Summary

A 10-Point Approach for the Management of Children Infected with HIV
1. Early diagnosis: the two common approaches include clinical methods (based on WHO staging I-III and
CDC classification A, B, C) and laboratory methods (based on antibody tests for over those 18 and DNA/
RNA tests for younger children). There are advantages and shortcomings to each approach.
PCP prophylaxis
Growth monitoring
Nutritional supplementation
Treatment of acute illnesses
Treatment of opportunistic infections: bacterial, TB, oral and esophageal candida, and dermatophytes

N O o> W

The need and importance of psychosocial support and adolescent care, including the issue of timely disclo-
sure to HIV-infected adolescents

8. Immunizations

9. Antiretroviral therapy, becoming increasingly accessible to the poor

10. Care for HIV/AIDS-infected mothers

You can use case studies here.
(45 minutes)
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Antiretroviral Therapy:
A Brief Introduction







PART A

Module A4

Antiretroviral Therapy: A Brief Introduction

Session 1: Setting up the Antiretroviral (ART) Component

In this session, participants learn about setting up a care program with ART including the essential elements of the
ART component, the steps involved in developing these essential elements and the critical areas for organization and
program development. They also learn about integrating the principles of chronic disease management so that care
and treatment are sustainable.

Session 2: Brief Introduction to ART

Participants learn about ART, including the goal and basic principles of therapy and the WHO recommendations on:
what therapy to begin with and when to change therapy, the types of therapies and their modes of action, WHO-rec-
ommended first-line ARV regimens, adherence issues, monitoring ART and drug interactions. The session also covers
treatment options for patients who fail therapy, including WHO-recommended second-line regimens, barriers to treat-
ment and research treatment approaches.

Session 3: Management of Drug Side Effects
Participants review the major side effects of antiretroviral drugs and of some of the drugs given to prevent and treat
OlIs; they learn how to advise patients in managing these symptoms.

Session 4: Case Studies: Managing Patients with Multiple Issues

Participants will work on two case studies of patients with multiple issues to apply what they have learned in Module
2 about managing patients with HIV-related diseases.
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m Setting up the Antiretroviral (ART) Component

PURPOSE

In this session, participants will learn about setting up a care program with ART, including the essential elements of the

ART component, the steps involved in developing these essential elements and the critical areas for organization and pro-

gram development as well as chronic disease management, so that care and treatment are sustainable.

This session builds on session 4 of Module 1 Programming Comprehensive Care for People living with HIV/AIDS (the
components of comprehensive care, service delivery across a continuum from facility to community and back and the prin-
ciples of chronic disease management) by outlining the practical aspects of setting up the ART component of care. A case
study of FHI’s experience in this area complements this session.

OBJECTIVES:
By the end of this session, participants will be better prepared to:

1. Describe the process of setting up the ART component of an HIV care program, including assuring HIV coun-
seling and testing (C&T) services; reorganized service delivery and referrals; trained clinicians; a basic medical
records system; access to laboratory services and a secure, consistent supply of affordable antiretroviral drugs.

2. Plan the necessary steps for developing the essential elements of the ART component.

3. Discuss critical areas for program development to ensure sustainability and implement additional components of
care and support.

4. Discuss how they might introduce or strengthen an antiretroviral therapy program in the context of comprehen-
sive HIV/AIDS prevention, care and support in their local situations.

TIME:
1 hour and 30 minutes
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|

Step 1. Explain the purpose and objectives of this session (see above).

Step 2. Ask participants what they think might be the essential elements of an ART program and write their
responses on a flip chart paper. Discuss their responses and add any information they may have
missed from A. 1. a-e below.

(12 minutes)

Family Health International, Management Sciences for Health (RPM Plus), John Snow, Inc. (Deliver Project) and
others have several tools available, or in development, for assessing a site with respect to the essential elements of
an ART program and determining what is needed to prepare the site to deliver ART. Below is a brief outline of
what is needed for setting up the ART component of comprehensive care.

A. Setting up the ART component

1. What are the essential elements of an ART program?
a. Access to HIV counseling and testing (C&T) services, either as a voluntary counseling and testing unit within a
health facility, as a stand-alone center or integrated into clinical care provision is essential. HIV C&T identifies
HIV-infected individuals and provides support in accessing health care services, coping and living positively, and

preventing transmission and reinfection.

b. Trained clinicians who can diagnose and treat common HIV-related illnesses and manage ART, observing the prin-
ciples of chronic disease management and in accordance with national or international guidelines and standards are
also required. Health care services include doctors, clinical officers and nurses who diagnose, treat and manage
opportunistic infections (Ols) and drug side effects to resolve illness and promote quality of life. They determine
the appropriateness of ARVs in terms of the individual’s HIV disease status, counsel on treatment adherence,

prescribe the regimen, provide continual monitoring of effectiveness and manage secondary effects of the drugs.

c. A basic medical records system that includes access to clinical data, facilitating management of HIV over time
(lifetime patient monitoring), as well as access to disease surveillance data

d. An ART program must have access to laboratory services capable of doing routine laboratory tests, such as
complete blood count, liver function tests, renal function tests and, if possible, CD4 count or as alternative, total
lymphocyte count (TLC). In some situations, the ability to measure viral load will be important. Laboratory tests
are used for baseline patient assessment, monitoring the patient’s response to ARVs, including treatment effec-
tiveness and adverse drug effects, as well as diagnosis of HIV-related illnesses and treatment response

e. A secure, consistent supply of affordable antiretroviral drugs, as well as drugs to treat HIV-related illnesses, pal-
liation and prophylaxis for certain opportunistic infections is required. ARVs must be taken for life and come as
a combination of drugs. Assured drug availability and affordability is necessary for a continuous and ready sup-
ply of the prescribed regimens.
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Step 3. Present the information on the necessary planning steps to start ART: 2. a-e below. Answer any ques-

tions participants may have.
(10 minutes)

2. What are the necessary planning steps to start ART?

The following questions raise issues to consider. They are not necessarily sequential and can occur simultaneously.

a. Is there a referral system between HIV counseling and testing services and clinical care provision?
o If accessible C&T services do not exist, identify, or, if necessary, create the capacity to diagnose HIV.
e Create linkages to refer HIV-infected individuals needing care and support to appropriate services.

b. Does the health care staff have the capacity (knowledge, skills and attitude) to provide HIV care that includes
managing opportunistic infections and the safe and effective use of ARVs?
¢ Provide training to staff, including physicians, nurses, counselors, pharmacists, laboratory technicians and
nutritionists on ART, management of HIV disease and adherence counseling.
e Provide follow-up supervision.

c. Does a functional medical records system exist?
e Provide technical assistance for developing a data-management system for long-term patient monitoring
according to the principles of chronic disease management.
e s it easy for the clinician to retrieve the patient’s record at the time of the patient’s visit?

d. What facility has laboratory services with the capacity to perform the essential tests for ART management?
¢ Finalize an agreement for lab services with this facility, including a mechanism for the safe and timely trans-

port of lab specimens and specifications for timely reporting of lab results.

e. Is there a drug management system in place that includes a mechanism for ordering, storing, securing and dis-
tributing ARVs?
o If yes, finalize an agreement to procure ARVs, including procedures for ordering, securing storage, assuring
consistent supply, monitoring of supply and dispensing drugs to patients.
e If not, investigate preferential pricing for ARVs and establish a system for reliable procurement, storage and
dispensing of drugs.

f. Is the clinic site set up to accommodate patient appointments and continuity of care?
o s there a system that allows for following a patient by the same team over time, or at a minimum, by the
same physician?
e Are there regular clinic days and a consistent location for HIV care? Is there a place that ensures privacy for
the patient-physician interaction?

Step 4. Ask participants what other elements they think are critical for comprehensive HIV care. List their responses on

a flip chart sheet. Discuss their responses and add any elements they may have missed from 3. a-g below.
(10 minutes)
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3. As a health care site develops the essential elements of ART, what other elements are critical for comprehensive
HIV care?
As health care facilities develop the essential elements outlined to provide ART, initiate plans to assure sustainability
and to implement additional components of care and support. Critical areas for program development are:

a. Involve PLHA and community groups throughout the process: have advisory committees and stakeholder groups

participate in developing community treatment preparedness and care services.

b. Develop national standards and guidelines for clinical HIV management, including C&T, prevention and man-
agement of Ols (including tuberculosis) and use of ART, if guidelines do not exist.

c. Establish policies on charges for laboratory tests, clinic visits, OI drugs and ART.

d. Develop standard operating procedures for HIV testing and counseling, universal precautions, post-exposure
prophylaxis, ART eligibility, patient follow-up and referrals within and across services.

e. Create or expand a functional referral system between clinical care and community support services to link cli-
ents and PLHA. The objective is to achieve a continuum of care and address a variety of needs, including nutri-

tion, mental health, legal and economic support, palliative care and psychosocial and spiritual support.

f. Strengthen capacity of health care system based on initial assessments; for example, improve data management
and health commodity management, upgrade infrastructure and expand HIV services.

g. Develop and implement a monitoring and evaluation plan.

h. Maintain continual capacity building and support of staff through training, monitoring and supervision.

|
Step S. Present the ART program examples using FHI’s experience in introducing antiretroviral therapy
(ART) in resource-poor settings. See HANDOUT, Table 1 at the end of the session.
(20 minutes)
Step 6. If you have a very large group or you have several participants from different countries or locali-
ties, you could ask them to break into small groups and discuss the questions. Then have them come
together and present their plans to the entire group.
Ask participants how they might introduce or strengthen an antiretroviral therapy program in the
context of comprehensive HIV/AIDS prevention, care and support in their local situations. Ask them
to select a location they think is appropriate and discuss how they would go about setting up an ART
program there, using the following questions as a guide:

What facilities are available in this location?

What initial sources of drugs are available to you?

What services are currently available in this location?

Are any guidelines in place?

In addition to the intervention facilities, what other resources are available to you?
(40 minutes)
Total time: 60 minutes
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PROGRAM EXAMPLE

Introducing antiretroviral therapy programs in the context of comprehensive HIV/AIDS prevention, care and sup-

port: an example of what is being done in three African countries

220

1. Family Health International (FHI) has set out to introduce antiretroviral therapy (ART) in resource-poor set-

tings within the context of comprehensive HIV/AIDS prevention, care and support.
a. The first ART learning sites are in Ghana, Kenya and Rwanda.

Each program is geographic in focus, allowing multiple entry points to care and treatment. Each fosters a
close collaboration between national, district and private sector entities and coordinates activities among
clinical care facilities, community support systems and NGOs in the selected communities. The U.S. Agency
for International Development (USAID) is the primary funder; additional support comes from FHI and the
U.K. Department for International Development (DFID).

b. The guiding principles in each program include:
¢ Making a commitment to community preparedness
¢ Facilitating communication among the government, NGOs, PLHA and clinical care sectors

¢ Ensuring comprehensive care that addresses client needs along a continuum of care

c. The programs involve various levels of the health care system
¢ In Kenya, the program is in an urban and a semiurban area and involves a provincial tertiary care
referral hospital, a government referral hospital, and two semiprivate and government primary care
clinics.
¢ In Rwanda, the program is at a mission hospital, an urban mission health clinic and will reach eight
rural health centers.
¢ In Ghana, the program is at a district government hospital and a mission hospital, both in a semiru-

ral area near the capital city; it will soon expand to teaching hospitals in Accra and Kumasi.

VCT was operational in the Kenya and Rwanda settings when the treatment program was introduced, where-
as in Ghana, part of the program’s task was to set up VCT services in the district. Prevention of mother-to-
child transmission (PMTCT) services are operational in all three sites.

d. In all three sites, national guidelines on opportunistic infections (OIs) and ART have only recently been
developed. Standard operating procedures for each site are consistent with the national guidelines; in

Kenya and Ghana the programs played a collaborating role in developing the guidelines.

The following tables summarize the program details in Kenya, Ghana and Rwanda.
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